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Before the discovery of improved methods of treating leprosy 
in 1915-17 little advance in preventive measures had been made, 
since, as in Biblical times and in the Middle Ages, compulsory 
segregation was the only measure in common use. This in 
practice meant imprisonment—usually for life—such as has 
never been used in any other chronic disease ; but in the case 
of leprosy it was sanctioned by public opinion on account of 
the great, and usually unjustified, dread of the crippling and 
disfiguring effects seen in advanced cases in the absence of any 
Known effective treatment. Thirty years and less ago com- 
pulsory segregation was practically the sole method in use for 
the control of leprosy in the Dominion of Canada, with very 
few cases, in Australia with rather more, and in South Africa 
with many cases ; as well as in the West Indies, British Guiana, 
Ceylon, Malaya, and Fiji. In India it was legalized in all cases 
showing ulceration, but was rarely enforced except in a few 
large cities. In our tropical African Colonies it was quite im- 
practicable, as it led to every case being hidden. 


Failure of Compulsory Segregation 


Under favourable European conditions, in Norway the pro- 
vision in 1856 of hospitals or sanatoria for leprosy patients, 
with a minimum of compulsion, led to a great reduction of the 
disease during the next seventy years ; but in poor and back- 
ward tropical races compulsory segregation has never succeeded 
in its avowed object of materially reducing the incidence. In 
Hawaii, French Guiana, and other countries political vagaries 
handicapped its use. In South Africa the measure was first 
introduced in 1817; yet the average yearly admissions to the 
Cape Colony Robbin Island prison-like leper asylum rose 
steadily from 21 in 1845-52 to 100.7 in 1894-1905. In 1906 
American authorities made a_ characteristically thorough 
attempt to stamp leprosy out of the Philippine Islands by the 
compulsory isolation in a newly constructed settlement on re- 
mote Culion Island of every case they could discover. In 1930 
5,000 cases were segregated, yet the number of yearly admis- 
sions remained as high as at first. 

Nor is the reason for such repeated failures far to seek ;.for 
in South Africa the average duration of the disease when the 
patients were first tracked down and isolated was six and a half 
years, and in the Philippines it was eight years. During those 
long periods other members of their households and close 
acquaintances had become infected, and they in their turn were 
successfully hidden for years to infect another series of their 
relations and neighbours, and so on indefinitely. Truly, even 
in the early years of the present century the prospects of 
sufferers from leprosy in the British Empire were gloomy 
indeed. 


Incidence of Leprosy in the British Empire 


Another disadvantage of compulsory segregation was that the 
consequent inevitable hiding of all cases for as long as possible 
made impracticable even an approximate guess at the magnitude 
of the leprosy problem in our Empire. In the successive 
editions of the book on Leprosy, by Dr. E. Muir and myself, | 


* Abridged version of a paper read before the Dominions and 
Colonies Section of the Royal Society of Arts. Published by permis- 
sion of the Society. 


tabulated all the data for 95 countries of the world that | could 
discover both in the older literature and in the papers on the 
subject of the last 24 years, during which time I have written 
extracts of them for the Tropical Diseases Bulletin. The 
following Table shows the known or estimated cases at three 
periods in India, in British Africa, and other British possessions : 


Year India Africa | Colonies, etc. | Total 
54,433 3,175 | 160,121 

1940 | 500.000 302,600 19,382 821.982 

1946 | 1,200,000 750,000 50,000 | 2,000,000 


The apparent enormous increase is simply due to the number 
of early hidden cases found by house-to-house surveys of 
limited sample areas. Thus, in India, Muir and his Indian 
assistants found four and a half times as many cases among 
2,500,000 persons they examined as had been returned in the 
same areas at the previous census. A recent estimate has placed 
the figure at ten times as many, but fortunately only 250,000 
of the present total estimate of 1,200,000 are classed as highly 
infective cases. Only 14,000 are isolated, about one-third of 
them uninfective. In Africa about three-fourths of the total 
estimated cases are in Nigeria. The task of dealing effectively 
with such numbers is indeed a herculean one. It can never ve 
solved by compulsory segregation of all types of cases, as 
attempted in the past. 


Types of Leprosy 

There are two very different types of leprosy, which were 
fully recognized only in the middle of the nineteenth century. 
The more important is the nodular—or lepromatous, as it is now 
called. This is characterized by primary involvement of the 
skin, in which nodules or thickened patches develop. The fore- 
head, face, and ears are especially affected, to produce the 
“leonine” appearance. The thickened skin contains such 
enormous numbers of the causative lepra bacilli that they form 
a considerable proportion of the affected tissues, such as is 
seen in no other human bacterial disease; they are easily 
demonstrated by microscopical examination. Both the affected 
skin and the thickened nasal mucous membrane often ulcerate 
and discharge myriads of the bacilli, which are frequently 
sneezed over members of the patient’s household or close 
associates, who may thus become infected. These cases run a 
comparatively rapid course, with death usually within eight or 
ten years of the full development of the disease. 

In the neural form, on the other hand, the cutaneous tissues 
show great resistance to invasion by the lepra bacilli, which 
first involve small superficial nerves, accompanied by patches 
of discoloured skin with loss of sensation. Lepra bacilli are 
so scanty that they often cannot be demonstrated in the 
affected skin, even when that shows some thickening, as in the 
tuberculoid subdivision of the neural types. In more advanced 
neural cases large nerves of the extremities, especiaily the ulnar 
just above the elbow-joint, become greatly thickened and 
damaged by the presence of many lepra bacilli, with the ulti- 
mate loss of fingers and toes so familiar in pictures of begging 
lepers in India and elsewhere. As, however, the bacilli cannot 
escape from the nerve trunks, neural cases are little if at all 
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infective—a point insufficiently recognized until recently. It 
is therefore most fortunate that the neural cases are about four 
tumes as common as the lepromatous ; for this greatly simplifies 
the problem of the control of the disease. 


Recent Progress in Treatment and Control 

Having now cleared the ground I turn to the discovery of 
a method of treatment which enables a large proportion of 
early cases to be freed from their symptoms ; but it is of very 
iittle value in the advanced stages seen in nearly all cases in 
leper asylums. In my Edinburgh University Cameron Prize 
Lecture in 1929 I showed that no previous treatment had ever 
cleared up the symptoms of any appreciable proportion of 
cases. The only remedy that had for Jong retained a reputation 
for retarding in slight degree the progress of cases was the 
ancient Indian chaulmoogra oils, given orally in spite of their 
nauseating properties. The several varieties of this class of oils 
consist mainly of fatty acids of peculiar chemical constitution. 
In 1879 Moss separated the lower-melting-point ones under the 
name of gynocardic acid ; in 1904-7 Wellcome research chemists 
showed that the main constituents were chaulmoogric and 
hydnocarpic acids. 

Between 1899 and 1910 I carried out occasional trials of 
treatment and attempted to cultivate the bacillus, but made no 
progress until I gave gynocardic acid orally, which proved more 
effective and less nauseating than the whole cil. One medical 
man | thus treated was cleared of a widespread leprosy rash 
within a year and showed no active symptoms during the 
remaining twenty years of his life. In 1912 I endeavoured, 
unsuccessfully, to obtain a soluble compound of gynocardic 
acid for trial by injection ; but after Dr. Victor Heiser, founder 
of the Culion leper settlement, had visited me in Calcutta in 
1915 and urged me to take up further work on the treatment 
of leprosy, I made another effort, and ‘with the help of Dr. 
C. L. Bose, professor of chemistry, Calcutta, prepared a soluble 
sodium salt or soap in the form of gynocardate of soda. In 
1916 I published preliminary notes on its use by subcutaneous 
and by intravenous injection. In 1917 I was able to record 26 
cases, with a number of convincing colour plates or photos 
before and after treatment. In cases treated within three years 
of the onset of symptoms 50% had been cleared up; but only 
25% of cases of from three to fifteen years’ duration recovered. 
At the end of four and a half years, out of 51 cases treated for 
three months or more 41% had cleared up, another 40% had 
greatly improved, and only one advanced nodular case showed 
no improvement. On the other hand, in very advanced cases, 
alone seen in the Calcutta Leper Asylum, none had cleared up 
and only slight improvement was seen in some of them. In 
1918 my results were confirmed by Dr. E. Muir and others in 
India ; in 1919 Dean and Hollman confirmed them in Hawaii ; 


and they used ethyl chaulmoograte on the same principle with 


success. A little later Muir, when a whole-time leprosy worker 
in Calcutta, found that pure hydnocarpus oil could be injected 
with an antiseptic with good results. The principle I introduced 
of injecting suitable preparations of these oils, in place of oral 
administration, has been very generally adopted throughout 
the civilized world. At the Dichpald Leper Hospital in India, 
where only fairly early cases were admitted, 90% were cleared 
of their symptoms ; very similar results have been obtained by 
Dr. Moiser in Southern Rhodesia. 


A Dilemma 


I was now on the horns of the following dilemma. The 
improved treatment was of material value only in comparatively 
early cases of leprosy. The method of control of the disease 
in general operation was compulsory segregation. Under that 
system early cases suitable for treatment were all hidden for 
fear of imprisonment for life. Nothing less than a complete 
revolution in our two-thousand-year-old conceptions regarding 
the control of leprosy was therefore required before good use 
could be made of the improved method of treatment. How 
was that to be brought about ? 


Epidemiological Investigations 
Early in 1920 I returned to England on sick leave, at the 
end of which I was superannuated from my life’s work in 
India, just a quarter of a century ago, This enabled me to 


spend nearly all of my time during three years, 1921-4, on a 
comprehensive study of the vast literature on leprosy of the 
previous 60 years or so, with a view to finding out the con- 
ditions under which leprosy cases arose and how to discover 
and treat them in the early amenable stages of their disease. 
I thus arrived at certain conclusions, on which I formulated a 
policy for the gradual control of leprosy wherever it could be 
carried out efficiently. These conclusions were not altogether 
new in so far that, as ever in the progress of medicine, they 
had been pointed out by someone or other with greater insight 
than his contemporaries. But the facts in question had not 
then been at all generally accepted ; much less had they been 
acted upon, as the following account will show. 


Conditions under which Leprosy is Contracted 


The incubation or latent period of several years between 
infection and the appearance of the first symptoms makes it 
very difficult to trace the source of infection. An analysis of 
700 cases I collected from the literature furnished the following 
data. In nearly one-fifth infection followed the close contact 
of conjugal or cohabiting relationship between a diseased and 
a healthy person. In another two-fifths it was due to living, 
usually for years, in the same house as a case of leprosy, inclu- 
ding 9% sleeping in the same bed with a case. In another fifth 
infection occurred while in attendance on a leprosy patient— 
nearly always while living in the same house, for infections 
of attendants working in well-organized leper asylums with 
due precautions are very rare. In nearly all of the remaining 
fifth there was a clear history of close and prolonged associa- 
tion with a leprosy case. In seven of the few remaining cases 
direct inoculation of the disease had taken place while operating 
on a leper or through the now obsolete arm-to-arm vaccination 
in a tropical country. The latter cases are important, as proving 
that the disease is inoculable ; for they support the view, now 
generally held, that lepra bacilli gain access to the human skin 
through abrasions or insect-bites during close association with 
an infective type of the disease. A case of a doctor infecting 
himself experimentally by inoculation has recently been 
recorded ; this leaves no doubt on the point. 


Infectivity of the Lepromatous and the Neural Types 


In 113 of the 700 cases I collected the type of case from which 
infection was derived was recorded. In no fewer than 107, or 
94.7%, it was a lepromatous case ; this type is therefore five 
times as infectious as the neural type. Moreover, advanced 
neural cases may occasionally develop lepromatous lesions and 
become mixed cases ; such may account for the few recorded 
infections from neural cases. 


How far was that all-important fact recognized and acted 


on even 25 years ago? In 1922 I recorded a preliminary 
account of the epidemiological researches now being described 
(British Medical Journal, 1922, 1, 987). About three years 
later I heard from the Medical Secretary to the Government of 
South Africa that he was thus led to order a bacteriological 
examination of the 2,501 leprosy patients immured in prison- 
like asylums to determine how many of them were actually 
infective. This showed 603, a little later raised to over 800, 
to be uninfective neural ones, who had been segregated quite 
unnecessarily. They were accordingly released, with the happy 
result that very soon patients with early leprosy, who had 
become aware that an effective treatment was available for them 


(though the South African authorities had denied its value when, 


they had only advanced unamenable’ cases in their asylum), 
flocked voluntarily to the new type of agricultural colonies 
which were now being supplied in South Africa, as advocated 
by me in 1920. It was then, and I believe still is, illegal for 
private practitioners to treat a case of leprosy ; that was per- 
missible only in Government leper institutions, except very 
rarely under home isolation. 

Twenty-five years after the release of the uninfective cases 
I charted the data from the yearly South African reports. The 
total known cases had risen from 2,501 to 6,769 as the result 
of patients coming forward in the early stages. No fewer than 
4,502, or 66% of that total, had passed through the agricultural 
colonies and had been discharged recovered; 61% of these 
had been free from active symptoms for over five years, so can 
be considered clinically cured. Nearly all the new admissions 
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of native patients are voluntary ones attracted by treatment 
the effectiveness of which is now generally acknowledged. That 
result is a great tribute to the value of the new method of 
control. 


Children and Adolescents most Susceptible 


An analysis of over 4,000 cases from four countries, in which 
data were available to enable the ages and the probable date 
of infection to be calculated, is tabulated on p. 71 of Leprosy. 
It establishes the important fact that approximately 50% of 
infections occur before the age of 20 years and 75% by the 
age of 30. After the latter age susceptibility is much less. Prof. 
Ehlers, in Iceland, as early as 1897 had recognized the great 
importance of prohibiting home isolation of leprosy patients 
if there were any children living in the house. As far back as 
1890 missionaries in India had shown that a large proportion 
of the children brought up by leper parents became infected ; 
but they nearly all remained free from the disease if maintained 
in a separate block of the same institution. This disproved the 
hereditary theory of the origin of the disease, which had been 
erroneously supported in 1863 by a Committee of the Royal 
College of Physicians of London. But how far was this crucial 
fact generally known and acted on 30 years ago ? 

Several thousand leprosy subjects lived a family life at 
Culion and scores of children were born to them. Two series 
of published data proved that 40% of those brought up by 
their parents for seven to ten years became infected from them! 
This has, of course, since been remedied. ! 

I have therefore for several decades urged that the protection 
of children from infection is the key to the solution of the 
problem; this is now generally acknowledged. Moreover, 
house-to-house surveys in India, recorded by Drs. Muir and 
Cochrane, have revealed that when young children live with 
a highly infective lepromatous case an average of two children 
per house were found to show early signs of the disease. 


Incubation or Latent Period 


Data which I worked out from Culion records showed the 
incubation or latent period between infection and the appear- 
ance of the first symptoms to average three and a half years. 
A further series which I collected from older literature, com- 
prising 84 cases, showed an average period of two years eight 
and a half months. Moreover, in 81% of the series the period 
did not exceed five years, and it was scarcely ever over ten 
years. The old idea that it is frequently much longer is due 
to the early insidiously developing symptoms having for long 
been overlooked. 


Plan for Control and Eventual Reduction of Incidence 


The above conclusions form the essential basis of the plan 
] put forward in 1922 for the control of leprosy. The fact 
that some 80% of infections result from healthy persons, mostly 
children, residing, usually for years, in the same house as a 
previous case, indicates the necessity for the minute examin- 
ation of every person living in the house of any newly dis- 
covered case, in order to find early cases amenable’to treatment. 
If the newly discovered case is an infective lepromatous one 
the patient should be induced to enter an agricultural colony 
both for his own sake, to obtain treatment under the continued 
close supervision of an expert, and for the sake of his children 
and other relatives. Compulsion is now rarely required to in- 
duce him to do so; the real difficulty is the cost of providing 
accommodation for those willing to avail themselves of it. In 
India many have to be provided locally with at least a sleeping- 
place away from their households. If an infective patient cannot 
be removed from his home any children should be sent to 
healthy relatives. But that is not enough ; for already infected 
members of his household will be liable to develop their first 
symptoms within the next five to ten years. They should all be 
carefully examined at least every six months for early amenable 
symptoms of the disease over a period of five or, better, ten 
years, and out-patient treatment at the nearest dispensary pro- 
vided at a very low cost. The examination of school-children 
is another useful method of finding early cases. 

Wherever that plan could be put into operation over a period 
of ten years the leprosy problem would be nearly solved, for 
the following reasons. The removal of the infective cases 


to colonies would prevent further infections among the house- 
hold and other close contacts. Those already infected would 
be discovered in a very early stage, and some 90% of them 
would be cleared of their symptoms and prevented from going 
on to an infective stage. The few who did so would be sent 
to colonies, and at the end of ten years scarcely any foci of 
infection would be left to carry on the disease ; for lepromatous 
cases that have reached a stage unamenable to treatment live 
only for an average of eight to ten years, as shown by reliable 
U.S.A. records. 


Empire-wide Trials of the New Methods 


By far the most difficult task remained—namely, to organize 
efficient trials of the new methods under varying conditions in 
the Empire. For this purpose the British Empire Leprosy 
Relief Association was founded in July, 1923, and has worked 
ever since in cordial co-operation with the.Colonial authorities. 
The results of those trials remain to be described. B.E.L.R.A.. 
167, Victoria Street, S.W.1, has recently published a pamphlet 
by me on the foundation and first 21 vears of its werk. 


Nauru Island Epidemic 

Leprosy was introduced into this small South Pacific island while 
under German rule, when in 1912 a leprous woman was admitted 
from the Gilbert Islands. By 1920 she had infected three of the 
indigenous islanders, and the disease, helped by the depressing 
influence of an influenza epidemic and dietetic deficiencies, spread so 
rapidly that when in 1925, on my advice, ail the indigenous popula- 
tion was carefully examined every month, 368 cases, or 30% of the 
people, were found to be infected. My plan was put into operation ; 
189 cases, already considered to be in an infective stage, were isolated 
on one side of the island and treated. The remaining uninfective 
ones were treated as out-patients and continued at work. Three 
years later Dr. Bray reported a decline of 40% in those still showing 
symptoms of leprosy. In 1933 Dr. Grant recorded a decline of 
nearly two-thirds of the total cases. The last available report—that 
for 1937 by Dr. T. M. Clouston—recorded that the total cases had 
been reduced to one-third of the number in 1927 and that approxi- 
mately two-thirds of the remaining 159 cases were uninfective. By 
that time the total bacteriologically positive cases that had been 
isolated amounted to 284, and the early negative out-patient ones to 
193, making a total in all of 477. There remained only 57 segregated 
infective cases (one-fifth of the total) and 102 uninfective clinical 
cases under treatment. The latter must mostly be cases whose first 
symptoms had appeared recently after several years’ incubation. 
Only four of 176 originally infective cases had gone on to noduie 
formation, and during the last six years only five had become 
infectious skin cases, but not nodular ones; 32 nodular cases, 
or approximately 11%, had been released after having become 
bacteriologically negative. 

_ Thus one of the worst epidemics ever known in proportion to the 
population involved had been brought under complete control. The 
conditions were, however, particularly favourable, with full authority 
over the people in a small area. Whether the disease would have 
been stamped out in time by this plan wiil never be known, for 
during the recent war the Japanese seized the island, and with their 
usual barbarity drowned the remaining patients. 


Anglo-Egyptian Sudan Outbreak 


A much more serious and difficult problem arose when yearly sur- 
veys for sleeping sickness cases in the humid Equatorial Province of 
the Sudan led to the discovery of many leprosy cases in a large area 
inaccessible during the rainy season. The P.M.O., Dr. Atkey, con- 
sulted me about it and arranged for the enumeration of the cases 
at the next annual survey, when 6,500 were found. Of these, 4,800 
classed as infective were moved during 1927-30 with their families 
to large agricultural colonies on available and accessible vacant land, 
where provision was made for their regular examination and treat- 
ment. By 1934 7,075 cases had been admitted to the new settlements. 
As they had mostly been found in an early stage of their disease, no 
fewer than 3,679, or 52%, had already been cleared of their symptoms. 
Moreover, continued annual surveys showed that very few new cases 
were appearing in the originally heavily infected area from which 
they had been removed. The 1936 report stated that leprosy in the 
Sudan was well under control; doubtless much still remains to be 
done in that country as a whole. 


British Guiana 
The next step was to try to induce our smaller leprosy-infected 
colonies to relax their rigid compulsory segregation laws to allow 
early uninfective cases to be treated at out-patient dispensaries, at very 
small cost. West Indian tours by two successive B.E.L.R.A. secre- 
taries failed to obtain even a trial of this obvious measure except in 
British Guiana, That Colonial Government accepted a B.E.L.R.A, 
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offer to provide funds for the construction of three leprosy clinics on 
condition that the suggested amendment of the law was made. In 
1923 the only known cases were 267 advanced ones in the Manaica 
Leper Institution. When the three clinics (later increased to 15) were 
opened and surveys made, so many infective cases were discovered or 
came forward voluntarily for admission to Manaica that by 1932 
747 were in residence. At the end of 15 years’ work Dr. Rose 
recorded that 71.2% of regularly treated cases had had their disease 
arrested, but only 16.7% of those not submitting to regular treat- 
ment showed improvement. In 1941 there were 400 cases in the 
settlement—a decline of 46% since 1932—and 500 more were attend- 
ing clinics, out of an estimated total of 1,000 in the colony. As the 
number of yearly discovered new cases had fallen, Dr. Muir reported 
that “* there is good reason to believe that this decline in notifications 
is the result of an actual decrease of leprosy in the colony.” 


Ceylon 
In 1921 there were 577 advanced leprosy cases under compulsory 
segregation. In 1930 our medical secretary, Dr. Cochrane, was con- 
sulted by the Government, and on his advice modern methods of 
control were introduced and the rigid provisions of the 1910 Leprosy 
Ordinance suspended. During the next two years surveys and propa- 
ganda and the establishment of clinics for early cases were carried 
out and new settlements on modern lines provided. Arrangements 
were also made for the repeated examination of contacts of all 
known cases to detect infections from them in an early amenable 
stage of the disease. By 1939 the known cases had risen to 3,618, 
70% of which had been discovered by surveys. The number of 
isolated infective cases had risen to 1,031, but from 1941 onwards 
the yearly number of new cases declined and a start had been made 

in reducing the disease in the island. 


Nigeria 

Nigeria has the largest number of lepers in our Empire except 
India, with a high proportion of infective cases, and so presents a 
very difficult problem, on which the home committee of B.E.L.R.A. 
has largely concentrated its efforts. After Mr. Oldrieve’s visit in 1926 
a special leprosy officer was appointed, but the slump caused him to 
be axed in 1931, when nearly 6,000 cases were already under treat- 
ment. In 1926 Dr. Macdonald opened a large settiement at Itu, 
which in 1943 had some 2,400 inmates. Another, under Dr. Money, 
was opened in 1936 at Old River, which recently had 1,187 resident 
cases, and over 13,000 were being treated at a large number of 
satellite clinics. A third settlement, at Uzuakold under Dr. Davey, 
recently had 1,255 resident cases and 11,548 being treated at 43 out- 
lying clinics. More important still, in this area a large proportion 
of the advanced infective cases were voluntarily isolated, with treat- 
ment, in 34 leper villages built at the cost of the chiefs. That these 
measures are already proving effective is shown by the fact that 


. during a third house-to-house survey of 7,000 people of one tribe 


not a single unisolated advanced case was found; but 40 very early 
ones were detected, which should nearly all clear up with out-patient 
treatment. With continued frequent surveys, followed by treatment 
of all discovered early cases, there should be a rapid decline of the 
disease in such an area. Sir Bernard Bourdillon, when Governor 
of Nigeria, visited the Old River and Uzuakold leprosy settlements, 
and was so struck with the promising results already obtained 
that he procured a grant of £258,000 from the Colonial Development 
Fund, spread over five years, to enable the Nigerian Government to 
take over the work from the medical missionaries in charge and to 
extend it to other tribes, who were clamouring for similar help. 
This will allow B.E.L.R.A. to extend its pioneer work to other African 
colonies, until they too are educated up to taking over the control 
of leprosy in their territories. 


B.E.L.R.A. may therefore fairly claim to have demonstrated 
the value of the recently introduced methods of treatment and 
prevention of leprosy under very varying conditions in widely 
separated portions of the British Empire. The more efficiently 
and extensively they can be put into operation the more rapid 
will be the decline in the incidence of the disease during the 
next two or three decades, imperfect though they may still be. 


Need for Further Research on Treatment 


It only remains to point out the need for continued research 
with a view to finding a treatment which will be effective mm 
advanced lepromatous cases of leprosy. The triumphs of 
chemotherapy in recent years in discovering such potent 
remedies as the sulphonamides and penicillin encourage the 
hope of a real cure for leprosy being found before very long. 
Penicillin has so far shown no promise in this disease, but the 
intravenous use of the sulphone compounds promin and diasone 
in leprosy by Americans in Louisiana and by Muir in Trinidad 
has already yielded improved though still inadequate results 


in lepromatous cases. Other such drugs are already available 
for trial—a slow and difficult operation on account of the long 
and variable course of the disease. It is hoped shortly to pro- 
vide for an experienced whole-time research worker, who will 
have unlimited clinical material: success will greatly facilitate 
and hasten the eradication of leprosy from our Empire. 


THERAPEUTIC ACTION OF DIFFERENT PENI- 
CILLINS ON SPIROCHAETA RECURRENTIS 
INFECTIONS IN MICE 


BY 


J. WILLIAMSON, B.Sc.Aberd. 
(With a grant from the Medical Research Council) 
AND 


E. M. LOURIE, M.B.Lond. 


Director of the Warrington Yorke Department of Chemotherapy, 
Liverpool School of Tropical Medicine 


It is now well established that there are a number of distinct 
but very similar penicillins, all characterized by a high degree 
of activity against certain pathogenic bacteria, combined with 
remarkable freedom from toxic effect on the host. Penicillins 
I, Il, and III of Great Britain are recognized to be the same as 
penicillins F, G, and X, respectively, of the United States,’ * 
and still further types have been identified. Preparations nor- 
mally issued for therapeutic purposes contain a considerably 
higher proportion of penicillin I] than of the other forms ; 
yields from deep vat cultures are said to consist almost entirely 
of penicillin II, while those obtained from shallow surface cul- 
tures in flasks, although mainly comprising penicillin Il, gener- 
ally include moderate but varying proportions of penicillin III.” 

Chemically these penicillins all have the same central struc- 
ture, differing only in a side group,” and they vary somewhat 
in their selective potency against bacteria. For example, 
measured in Oxford units, although penicillin III is equally as 
effective as penicillin Il against strains of Staphylococcus 
aureus and Bacillus subtilis, it was found to be two to eight 
times more effective than penicillin I] against strains of strepto- 
coccus, pneumococcus, meningococcus, and gonococcus in 
vitro.*° This superiority seemed to be borne out in the 
treatment of gonorrhoea with penicillin III and II respec- 
tively. * We refer to this work again below. 

Crystalline penicillin II has a potency of about 1,650 units 
per mg., and crystalline penicillin II] about 900 units per mg. 
Preparations normally issued for parenteral injection in clinical 
practice have fallen far short of these concentrations, and the 
Therapeutic Substances Act allows a potency as low as 150 
units of undifferentiated penicillin per mg.,° although earlier 
batches released by British producers contained two to four 
times this amount. More recently, some batches have been of 
the order of 1,000 units per mg., and it is expected that this 
standard of potency will become general. 

An important contribution by Dunham and Rake’ has sug- 
gested that crystalline penicillin II is considerably less effective 
than partially purified preparations against Spirochacta pallida. 
They worked with the Nichols strain of rabbit syphilis, and 
found that the spirochaetes were immobilized in vitro much 
more: readily by impure preparations than by crystalline peni- 
cillin II ; in fact, they were able to remove from the penicillin 
of partially purified samples a substance capable of immobi- 
lizing spirochaetes and resistant to the influence of penicillinase 
for eleven days at 37°C. Spirochaetes exposed to 1,100 units 
per ml. of certain partially purified preparations were non- 
infectious on intratesticular injection in rabbits, while spiro- 
chaetes exposed under similar conditions to 8,800 units per ml. 
of crystalline penicillin I] gave rise to a specific orchitis. 

In the experiments summarized below we have compared 
(a) partially purified penicillin as issued for parenteral injection, 
(b) crystalline penicillin II, and (c) crystalline penicillin III, in 
respect of their therapeutic action on Spirochaeta recurrentis 
infections in mice. It was trials against such infections (and 
those of Spirillum minus) which had previously led us to sug- 
gest that penicillin might be effective against human syphilis,“ 
as was in fact substantiated by Mahoney et al.’ 
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Present Experiments 


Mice were infected with Spirochaeta recurrentis by intra- 
peritoneal inoculation, and were then treated subcutaneously 
two days later, when wet blood films showed about 1 to 20 
parasites per microscope field (oc. 4, obj. 1/6). The prepar- 
ations of penicillin used were:, (a) samples from eight batches 
of partially purified sodium penicillin of British manufacture, 
potency varying from 258 to 475 units per mg., as issued for 
parenteral use clinically, obtained through the Penicillin Clini- 
cal Trials Committee of the Medical Research Council; (d) 
two batches of crystalline sodium penicillin II, each of potency 
1,600 units per mg., kindly supplied by Glaxo Laboratories 
Ltd. ; and (c) two small quantities of crystalline sodium peni- 
cillin III, potency 680 and 635 units per mg. respectively, also 
supplied by Glaxo Laboratories. The penicillin preparations 
were dissolved in normal saline in conceutrations such that 
treatment should be by 0.2 ml. per 20 g. of ‘body weight. 


Results and Discussion 


Treatment was regarded as effective if the blood was cleared 
of parasites 24 hours later. The results obtained from indi- 
vidual batches did not differ significantly from one another, 


Results of Treating Spirochaeta recurrentis Infections in Mice with 


Oxford Units 


| 
Partially Purified | Crystalii c Hi 
per 20-g. Mouse,| Penicillin, as for ryStassne rystalline 
Subcutaneously Clinical Use | Penicillin IT | Penicillin HT 
| 105 57 17 
—2 (4% >" 05% (499 
2,500 { 738) 5%) (49%) 
1000 { 5 (56%) (52%) 3 (3%) 
35 15 0 
0 0 | 0 
250 (0% | 0% | 
{ 29 0%) | g 7 O%) 


The denominator shows the number of mice treated, the numerator 
the number in which the blood was clear of parasites 24 hours later. 


within each of the three categories of penicillin preparations 
under trial, and aggregate findings for each of these three 
types of preparation are therefore summarized in the accom- 
panying Table, from which the following arises: 

Crystalline Penicillin 11—The partially purified preparations 
were not found to be more effective than the specimens of 
crystalline penicillin I, since the proportions of mice which 
responded to treatment, in these two groups, did not differ 
significantly at respective dose-levels. This is in line with the 
findings of Richardson et al.,’° working also with S. recurrentis 
(Borrelia novyi) infections in mice, but adopting somewhat 
different criteria of therapeutic efficacy. They also found no 
significant differences between the action of crystalline peni- 
cillin If and partially purified preparations (about 900 units per 
mg.—i.e., containing much less impurity than ours). 

If Dunham and Rake’s conclusions, quoted above, be appli- 
cable to human syphilis, the status of penicillin in the treatment 
of that disease will tend to deteriorate. in the future as methods 
of purification become more and more refined and as batches 
released for clinical use accordingly become more and more 
free from impurities. It will then become increasingly neces- 
sary to investigate the antispirochaetal properties of by-products 
in the manufacture of penicillin. If, on the other hand, the 
results of the experiments here recorded are a reliable index 
to the position in human syphilis, then the release of penicillin 
preparations of a higher and higher grade of purity presents 
no threat to the position of penicillin as a remedy for syphilis. 

Crystalline Penicillin 111 — this preparation proved to be sub- 
stantially less effective than the other forms of penicillin tested. 
Thus, only 49% of 35 mice treated with 2,500 units of penicillin 
III responded favourably, as compared with 94% of 172 mice 
treated with the same dose of the other preparations. Applying 


the formula (p, x q,)/n, +(p. x q,)/n, (see Bradford 
the difference between these proportions (45%) is 5.2 times its 
standard error (8.6). This means that, other factors being equal, 
the chances of such a difference arising merely through errors 
of random sampling are as little as 1 in several millions. The 


difference is therefore highly significant statistically, and this 
is reinforced by the fact that at lower doses—1,000 and 500 
units—penicillin III was practically ineffective whilst the other 
preparations produced a favourable response in a fair propor- 
tion of cases. 

Again assuming that these results afford an index to the 
position in human syphilis, certain implications follow. As 
mentioned above, penicillin II] has been found to exercise 
greater activity than the more easily obtainable penicillin II, or 
than partially purified preparations, against a number of bac- 
teria, including the gonococcus.‘** It is stated to have the 
additional advantages of giving rise to higher and more sus- 
tained blood levels than these other forms of penicillin, after 
intramuscular injection of comparable doses.’ If these claims 
are fully confirmed it is likely that much effort will be directed 
towards improving methods of production and increasing sup- 
plies of penicillin III]. While this will favour the campaign 
against gonorrhoea it will not have the same effect in regard 
to syphilis. 

It will be fortunate if it can be substantiated that, as the 
present work suggests, the more easily and more copiously pro- 
duced form of penicillin—i.e., penicillin I]—is also the more 
active against syphilis, since this Gisease demands such high 
aggregate dosage—perhaps twenty times or more for the aver- 
age case of early syphilis than for the average case of uncom- 
plicated gonococcal urethritis. 


Summary 


Of the various identified forms of penicillin, that known as peni- 
cillin II in Great Britain (i.e., penicillin G in U.S.A.) appears in 
much greater proportion than any of the others, in batches ordinarily 
prepared for therapeutic use. Reports of other workers have sug- 
gested that crystalline samples of this form of penicillin may be less 
effective against syphilis than partially purified preparations, such as 
are normally issued for parenteral injection in clinical practice. If 
this be the case, then the status of penicillin in the treatment of 
syphilis stands in danger of deteriorating as production methods 
improve, with consequent release of batches of a higher and higher 
grade of purity. However, in so far as trials against Spirochaeta 
recurrentis infections in mice may be an index to the situation, the 
present experiments do not reveal any superiority of partially purified 
preparations over crystalline penicillin IT. 

Penicillin III (penicillin X of U.S.A.) is stated to be significantly 
more active than penicillin II, or than ordinary partially purified 
preparations of penicillin, against certain strains of streptococcus, 
Ppneumococcus, meningococcus, and gonococcus in vitro. It is also 
believed to have given better results than these other forms of peni- 
cillin in the treatment of gonorrhoea. The present experiments show, 
however, that it is substantially less effective than the other forms in 
the treatment of Spirochaeta recurrentis infections in mice. 
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The National Association for the Prevention of Tuberculosis has 
started a new quarterly magazine, Health Horizon, for the average 
reader. This periodical, edited by Dr. Harley Williams, will be by no 
means confined to tuberculosis. Its emphasis is upon ideas potentially 
useful in improving the health of the individual ; and its aim is to give 
authoritative information, readably presented, to lay people not only 
in Great Britain but throughout the Empire, particularly the smaller 
Colonies. The price is Ss. a year or Is. 6d. a copy, and it is pub- 
lished by N.A.P.T., Tavistock House, Tavistock Square, London, 
W.C.1.. The April number includes an article by Sir Harold 
Scott, F.R.S., on “ Risks from our Animai Friends; another on 
““D.D.T. and Health in the Tropics,” by Mr. V. B. Wigglesworth, 
F.R.S.; and another on “ Food Yeast,” by Mr. L. D. Galloway. 
Dr. Douglas Guthrie writes on Arabian medicine; and there are 
also unsigned articles on paludrine (the new drug for malaria) and 
on mass miniature radiography. 
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offer to provide funds for the construction of three leprosy clinics on 
condition that the suggested amendment of the law was made. In 
1923 the only known cases were 267 advanced ones in the Manaica 
Leper Institution. When the three clinics (later increased to 15) were 
opened and surveys made, so many infective cases were discovered or 
came forward voluntarily for admission to Manaica that by 1932 
747 were in residence. At the end of 15 years’ work Dr. Rose 
recorded that 71.2% of regularly treated cases had had their disease 
arrested, but only 16.7% of those not submitting to regular treat- 
ment showed improvement. In 1941 there were 400 cases in the 
settlement—a decline of 46% since 1932—and 500 more were attend- 
ing clinics, out of an estimated total of 1,000 in the colony. As the 
number of yearly discovered new cases had fallen, Dr. Muir reported 
that “ there is good reason to believe that this decline in notifications 
is the result of an actual decrease of leprosy in the colony.” 


Ceylon 
In 1921 there were 577 advanced leprosy cases under compulsory 
segregation. In 1930 our medical secretary, Dr. Cochrane, was con- 
sulted by the Government, and on his advice modern methods of 
control were introduced and the rigid provisions of the 1910 Leprosy 
Ordinance suspended. During the next two years surveys and propa- 
ganda and the establishment of clinics for early cases were carried 
out and new settlements on modern lines provided. Arrangements 
were also made for the repeated examination of contacts of all 
known cases to detect infections from them in an early amenable 
stage of the disease. By 1939 the known cases had risen to 3,618, 
70% of which had been discovered by surveys. The number of 
isolated infective cases had risen to 1,031, but from 1941 onwards 
the yearly number of new cases declined and a start had been made 

in reducing the disease in the island. 


Nigeria 

Nigeria has the largest number of lepers in our Empire except 
India, with a high proportion of infective cases, and so presents a 
very difficult problem, on which the home committee of B.E.L.R.A. 
has largely concentrated its efforts. After Mr. Oldrieve’s visit in 1926 
a special leprosy officer was appointed, but the slump caused him to 
be axed in 1931, when nearly 6,000 cases were already under treat- 
ment. In 1926 Dr. Macdonald opened a large settiement at Itu, 
which in 1943 had some 2,400 inmates. Another, under Dr. Money, 
was opened in 1936 at Old River, which recently had 1,187 resident 
cases, and over 13,000 were being treated at a large number of 
satellite clinics. A third settlement, at Uzuakold under Dr. Davey, 
recently had 1,255 resident cases and 11,548 being treated at 43 out- 
lying clinics. More important still, in this area a large proportion 
of the advanced infective cases were voluntarily isolated, with treat- 
ment, in 34 leper villages built at the cost of the chiefs. That these 
measures are already proving effective is shown by the fact that 
. during a third house-to-house survey of 7,000 people of one tribe 
not a single unisolated advanced case was found; but 40 very early 
ones were detected, which should nearly all clear up with out-patient 
treatment. With continued frequent surveys, followed by treatment 
of all discovered early cases, there should be a rapid decline of the 
disease in such an area. Sir Bernard Bourdillon, when Governor 
of Nigeria, visited the Old River and Uzuakold leprosy settlements, 
and was so struck with the promising results already obtained 
that he procured a grant of £258,000 from the Colonial Development 
Fund, spread over five years, to enable the Nigerian Government to 
take over the work from the medical missionaries in charge and to 
extend it to other tribes, who were clamouring for similar help. 
This will allow B.E.L.R.A. to extend its pioneer work to other African 
colonies, until they too are educated up to taking over the control 
of leprosy in their territories. 


B.E.L.R.A. may therefore fairly claim to have demonstrated 
the value of the recently introduced methods of treatment and 
prevention of leprosy under very varying conditions in widely 
separated portions of the British Empire. The more efficiently 
and extensively they can be put into operation the more rapid 
will be the decline in the incidence of the disease during the 
next two or three decades, imperfect though they may still be. 


Need for Further Research on Treatment 


It only remains to point out the need for continued research 
with a view to finding a treatment which will be effective m 
advanced lepromatous cases of leprosy. The triumphs of 
chemotherapy in recent years in discovering such potent 
remedies as the sulphonamides and penicillin encourage the 
hope of a real cure for leprosy being found before very long. 
Penicillin has so far shown no promise in this disease, but the 
intravenous use of the sulphone compounds promin and diasone 
in leprosy by Americans in Louisiana and by Muir in Trinidad 
has already yielded improved though still inadequate results 


in lepromatous cases. Other such drugs are already available 
for trial—a slow and difficult operation on account of the long 
and variable course of the disease. It is hoped shortly to pro- 
vide for an experienced whole-time research worker, who will 
have unlimited clinical material: success will greatly facilitate 
and hasten the eradication of leprosy from our Empire. 
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THERAPEUTIC ACTION OF DIFFERENT PENI- 
CILLINS ON SPIROCHAETA RECURRENTIS 
INFECTIONS IN MICE 
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(With a grant from the Medical Research Council) 
AND 


E. M. LOURIE, M.B.Lond. 


Director of the Warrington Yorke Department of Chemotherapy, 
Liverpool School of Tropical Medicine 


It is now well established that there are a number of distinct 
but very similar penicillins, all characterized by a high degree 
of activity against certain pathogenic bacteria, combined with 
remarkable freedom from toxic effect on the host. Penicillins 
I, Il, and III of Great Britain are recognized to be the same as 


penicillins F, G, and X, respectively, of the United States,’ * 


and still further types have been identified. Preparations nor- 
mally issued for therapeutic purposes contain a considerably 
higher proportion of penicillin I] than of the other forms ; 
yields from deep vat cultures are said to consist almost entirely 
of penicillin II, while those obtained from shallow surface cul- 
tures in flasks, although mainly comprising penicillin Il, gener- 
ally include moderate but varying proportions of penicillin III.” 

Chemically these penicillins all have the same central struc- 
ture, differing only in a side group,’ and they vary somewhat 
in their selective potency against bacteria. For example, 
measured in Oxford units, although penicillin HI is equally as 
effective as penicillin Il against strains of Staphylococcus 
aureus and. Bacillus subtilis, it was found to be two to eight 
times more effective than penicillin I] against strains of strepto- 
coccus, pneumococcus, meningococcus, and gonococcus in 
vitro“ ** This superiority seemed to be borne out in the 
treatment of gonorrhoea with penicillin III and II respec- 
tively..* We refer to this work again below. 

Crystalline penicillin I] has a potency of about 1,650 units 
per mg., and crystalline penicillin II] about 900 units per mg. 
Preparations normally issued for parenteral injection in clinical 
practice have fallen far short of these concentrations, and the 
Therapeutic Substances Act allows a potency as low as 150 
units of undifferentiated penicillin per mg.,° although earlier 
batches released by British producers contained two to four 
times this amount. More recently, some batches have been of 
the order of 1,000 units per mg., and it is expected that this 
standard of potency will become general. 

An important contribution by Dunham and Rake’ has sug- 
gested that crystalline penicillin II is considerably less effective 
than partially purified preparations against Spirochaeta pallida. 
They worked with the Nichols strain of rabbit syphilis, and 
found that the spirochaetes were immobilized in vitro much 
more readily by impure preparations than by crystalline peni- 
cillin II ; in fact, they were able to remove from the penicillin 
of partially purified samples a substance capable of immobi- 
lizing spirochaetes and resistant to the influence of penicillinase 
for eleven days at 37°C. Spirochaetes exposed to 1,100 units 
per ml. of certain partially purified preparations were non- 
infectious on intratesticular injection in rabbits, while spiro- 
chaetes exposed under similar conditions to 8,800 units per ml. 
of crystalline penicillin II gave rise to a specific orchitis. 

In the experiments summarized below we have compared 
(a) partially purified penicillin as issued for parenteral injection, 
(b) crystalline penicillin II, and (c) crystalline penicillin III, in 
respect of their therapeutic action on Spirochaeta recurrentis 
infections in mice. It was trials against such infections (and 
those of Spirillum minus) which had previously led us to sug- 
gest that penicillin might be effective against human syphilis," 
as was in fact substantiated by Mahoney et al.’ 
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Present Experiments 


Mice were infected with Spirochaeta recurrentis by intra- 
peritoneal inoculation, and were then treated subcutaneously 
two days later, when wet blood films showed about 1 to 20 
parasites per microscope field (oc. 4, obj. 1/6). The prepar- 
ations of penicillin used were: (a) samples from eight batches 
of partially purified sodium penicillin of British manufacture, 
potency varying from 258 to 475 units per mg., as issued for 
parenteral use clinically, obtained through the Penicillin Clini- 
cal Trials Committee of the Medical Research Council; (b) 
two batches of crystalline sodium penicillin II, each of potency 
1,600 units per mg., kindly supplied by Glaxo Laboratories 
Ltd. ; and (c) two small quantities of crystalline sodium peni- 
cillin III, potency 680 and 635 units per mg. respectively, also 
supplied by Glaxo Laboratories. The penicillin preparations 
were dissolved in normal] saline in concentrations such that 
treatment should be by 0.2 ml. per 20 g. of body weight. 


Results and Discussion 


Treatment was regarded as effective if the blood was cleared 
The results obtained from indi- 
vidual batches did not differ significantly from one another, 


Results of Treating Spirochaeta recurrentis Infections in Mice with 
Different Penicillin Preparations 


Oxford Units | Partially Purified 
per 20-g. Mouse,| Penicillin, as for Jargon rystal 
Subcutaneously Clinical Use | Penicillin IT Penicillin IT 
17 
250 | Fos” 49%) 
1,000 {| (56%) (52%) 
500 | Tig (30%) | gq (28%) | 35 0%) 
0 | 0 


The denominator shows the number of mice treated, the numerator 
the number in which the blood was clear of parasites 24 hours later. 


within each of the three categories of penicillin preparations 
under trial, and aggregate findings for each of these three 
types of preparation are therefore summarized in the accom- 
panying Table, from which the following arises: 

Crystalline Penicillin I11—The partially purified preparations 
were not found to be more effective than the specimens of 
crystalline penicillin IH], since the proportions of mice which 
responded to treatment, in these two groups, did not differ 
significantly at respective dose-levels. This is in line with the 
findings of Richardson et al.,‘° working also with S. recurrentis 
(Borrelia novyi) infections in mice, but adopting somewhat 
different criteria of therapeutic efficacy. They also found no 
significant differences between the action of crystalline peni- 
cillin II and partially purified preparations (about 900 units per 
mg.—i.e., containing much less impurity than ours). 

If Dunham and Rake’s conclusions, quoted above, be appli- 
cable to human syphilis, the status of penicillin in the treatment 
of that disease will tend to deteriorate in the future as methods 
of purification become more and more refined and as batches 
released for clinical use accordingly become more and more 
free from impurities. It will then become increasingly neces- 
sary to investigate the antispirochaetal properties of by-products 
in the manufacture of penicillin. If, on the other hand, the 
results of the experiments here recorded are a reliable index 
to the position in human syphilis, then the release of penicillin 
preparations of a higher and higher grade of purity presents 
no threat to the position of penicillin as a remedy for syphilis. 

Crystalline Penicillin I1I—This preparation proved to be sub- 
stantially less effective than the other forms of penicillin tested. 
Thus, only 49% of 35 mice treated with 2,500 units of penicillin 
III responded favourably, as compared with 94° of 172 mice 
treated with the same dose of the other preparations. Applying 


the formula (p, x q,)/n,+(p. x q,)/n, (see Bradford Hill’'). 
the difference between these proportions (45%) is 5.2 times its 
standard error (8.6). This means that, other factors being equal, 
the chances of such a difference arising merely through errors 
of random sampling are as little as 1 in several millions. 


The 


difference is therefore highly significant statistically, and this 
is reinforced by the fact that at lower doses—1,000 and 500 
units—penicillin III was practically ineffective whilst the other 
preparations produced a favourable response in a fair propor- 
tion of cases. 

Again assuming that these results afford an index to the 
position in human syphilis, certain implications follow. As 
mentioned above, penicillin III has been found to exercise 
greater activity than the more easily obtainable penicillin II, or 
than partially purified preparations, against a number of bac- 
teria, including the gonococcus.‘*° It is stated to have the 
additional advantages of giving rise to higher and more sus- 
tained blood levels than these other forms of penicillin, after 
intramuscular injection of comparable doses.’ If these claims 
are fully confirmed it is likely that much effort will be directed 
towards improving methods of production and increasing sup- 
plies of penicillin III]. While this will favour the campaign 
against gonorrhoea it will not have the same effect in regard 
to syphilis. 

It will be fortunate if it can be substantiated that, as the 
present work suggests, the more easily and more copiously pro- 
duced form of penicillin—i.e., penicillin II—is also the more 
active against syphilis, since this disease demands such high 
aggregate dosage—perhaps twenty times or more for the aver- 
age case of early syphilis than for the average case of uncom- 
plicated gonococcal urethritis. 


Summary 


Of the various identified forms of penicillin, that known as peni- 
cillin II in Great Britain (i.e., penicillin G in U.S.A.) appears in 
much greater proportion than any of the others, in batches ordinarily 
prepared for therapeutic use. Reports of other workers have sug- 
gested that crystalline samples of this form of penicillin may be less 
effective against syphilis than partially purified preparations, such as 
are normally issued for parenteral injection in clinical practice. If 
this be the case, then the status of penicillin in the treatment of 
syphilis stands in danger of deteriorating as production methods 
improve, with consequent release of batches of a higher and higher 
grade of purity. However, in so far as trials against Spirochaeta 
recurrentis infections in mice may be an index to the situation, the 
present experiments do not reveal any superiority of partially purified 
preparations over crystalline penicillin II. 

Penicillin III (penicillin X of U.S.A.) is stated to be significantly 
more active than penicillin II, or than ordinary partially purified 
preparations of penicillin, against certain strains of streptococcus, 
pneumococcus, meningococcus, and gonococcus in vitro. It is also 
believed to have given better results than these other forms of peni- 
cillin in the treatment of gonorrhoea. The present experiments show, 
however, that it is substantially less effective than the other forms in 
the treatment of Spirochaeta recurrentis infections in mice. 
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The National Association for the Prevention of Tuberculosis has 
started a new quarterly magazine, Health Horizon, for the average 
reader. This periodical, edited by Dr. Harley Williams, will be by no 
means confined to tuberculosis. Its emphasis is upon ideas potentially 
useful in improving the health of the individual ; and its aim is to give 
authoritative information, readably presented, to lay people not only 
in Great Britain but throughout the Empire, particularly the smaller 
Colonies. The price is Ss. a year or Is. 6d. a copy, and it is pub- 
lished by N.A.P.T., Tavistock House, Tavistock Square, London, 
W.C.1. The April number includes an article by Sir Harold 
Scott, F.R.S., on “ Risks from our Animai Friends "’; another on 
““D.D.T. and Health in the Tropics,” by Mr. V. B. Wigglesworth, 
F.R.S.; and another on “ Food Yeast,” by Mr. L. D. Galloway. 
Dr. Douglas Guthrie writes on Arabian medicine; and there are 
also unsigned articles on paludrine (the new drug for malaria) and 
on mass miniature radiography. 
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NEUROGENIC ILEUS* 


BY 


JUDSON T. CHESTERMAN, M.R.C.P., F.R.C.S., F.A.C.S. 
Surgeon, City General Hospital, Sheffield 


Intestinal obstruction may be mechanical, vascular, or 
neurogenic in origin, and this paper is a consideration of the 
aetiology of ileus due to neuro-muscular imbalance. This 
aetiology will be discussed under three main headings: 
(1) intestinal movements and conduction, and their alteration 
in neurogenic ileus ; (2) the sites of action of stimuli producing 
such alterations ; (3) the factors giving rise to such stimuli in 
clinical practice. 

Intestinal Movements 


The two main purposes of intestinal movements are the 
passage of the intestinal contents from one segment to the 
next and the mixing of those contents, together with their 
application to the walls of the lumen so that absorption may 
be facilitated. Movements are brought about by contractions 
of the circular and longitudinal muscles of the bowel acting 
either separately or in conjunction with one another, and these 
contractions may or may not be associated with relaxation of 
the adjacent musculature. The common segmentation move- 
ments of the small intestine are brought about by localized 
contractions of its circular muscle occurring in rapid succession 
in adjacent areas, while pendulum movements, if such occur 
alone, are due to localized contractions of its longitudinal 
muscle. Contraction and relaxation of long segments of the 
intestine are produced by periodic alterations in tone in which 
contraction of both the circular and the longitudinal muscle 
leads to a decrease in the diameter and length of the affected 
area, and vice versa, during relaxation in the phase of 
diminished tone. These shythmic segmentation and pendular 
movements are well suited for the mixing of intestinal contents, 
but they also tend to propel these contents in a caudal direc- 
tion. Flatus and fluids are readily moved in that direction by 
increases of tone, though the effect on solids is negligible. 

Peristalsis is the main cause of the movement of the contents 
in the small intestine, and the peristaltic rush formed by it 
consists of two factors—the muscular wave of contraction, and 
the movement of the fluid column produced by that contrac- 
tion. Either factor may continue without the other through 


a relatively non-responsive segment of intestine and initiate a 


further peristaltic rush lower down the bowel, or both may 
fade out in a non-responsive area, which is usually an area 
of increased or rapidly altering tone. Peristalsis not only 
fades out in areas of altered tone but may be initiated in 
those areas of increased tone which appear during the cyclic 
activity of the bowel quite apart from the contents of the 
intestine in that area. The most common normal stimulus 
to intestinal peristalsis appears to arise as a wave in the 
duodenum, which starts just before a gastric contraction has 
reached the pyloric region, though peristalsis may arise in 
any part of the small intestine. In the common experimental 
animals and in man peristalsis normally passes in a caudal 
direction except in the first part of the duodenum and in the 
terminal ileum, where reverse peristalsis may be encountered. 

The contents of the large intestine in man appear to be pro- 
pelled by mass peristaltic movements. These usually arise in 
the caecum, often in response to the gastro-colic reflex, and 
push the intestinal contents into the transverse colon. This 
loading of the transverse colon may at appropriate times lead 
to a similar mass movement into the pelvic colon and rectum 
and so to the defaecation reflex and the emptying of the 
excretory part of the bowel. 


It is apparent that the conduction produced by these move- 
ments is essentially unidirectional. 


Gradients Theory of Polarity 
This property of conduction in a caudal direction is known 
as the polarity of the bowel. Many theories have been pro- 
posed to account for this universally inherent property, which 


* Being part of an Arris and Gale Lecture delivered to the Royal 
College of Surgeons, May 11, 1945. - 


causes the transmission of waves, fluids, and solids more readily 
in one direction than in another. The standard teaching is 
the so-called law of the intestine, which implies that excita- 
tion of any part of the gut produces contraction on the oral 
side and relaxation on the caudal side, so propelling its con- 
tents downwards. This conception cannot now be accepted, 
as peristalsis is very rarely initiated and practically never occurs 
in the manner suggested. This is undoubtedly fortunate, other- 
wise, as has been remarked, we should all be afflicted with 
intractable diarrhoea. However, Alvarez (1939) observed in 
the small intestine that there were definitely decreasing grada- 
tions in the activity, tonus, irritability, and rate of rhythmic 
contraction in passing from the duodenum to the lower ileum, 
and by analogy with the functional differences of the com- 
ponents of the cardiac musculature, which control the spread 
of a wave of contraction through the heart, he evolved the 
theory of gradients to account for the polarity of the bowel. 
Alvarez has established by an immense amount of work that 
gradients exist in the bowel for many of the common properties 
of its neuro-muscular mechanism and that these gradients 


decrease with the descent of the alimentary tract. He has © 


been unable to show any basic gradient such as an anatomical 
or metabolic one which accounts for all the others ; in fact, he 
has found that the gradients of tone, rhythmicity, etc., do not 
always vary together, so that one gradient may be flattened 
or reversed while the others remain normal. In those con- 
ditions in which there is reversal of certain gradients the 
polarity of the bowel is not fundamentally affected, so that his 
theory, though intimately connected with the polarity of the 
bowel, does not completely explain it. In fact, the explanation 
of polarity may be in the arrangement of the protein molecules 
themselves, so that there is a chemical and electric gradient 
ranging through them in a given direction and hence through 
the structure of an organ in the 
same direction (Ross Harrison, 
1937, quoted by Alvarez). How- 
ever, the observed facts in his 


theory of gradients do give 
the only physiological basis 
for certain alterations in the 
neuro-muscular balance of the 
intestine. 


Steepened 


Flattened 


Flattened-gradients Theory of A 


Neurogenic Ileus 
Various factors alter the Normal 
different gradients of the intes- 
tine, and these alterations may 
affect the whole or part of the | | ~~ 
intestine. The irritation of local Vomiting 
inflammatory lesions has been 
shown to increase the rate of 
contraction and often to alter 


Loca! focus causing 
Steepening of Gradients 


the tonus of the affected area. B 
This may be due to an increase 

of the local metabolic rate from Normal 

a local rise of temperature or Intestinal Colic 


through an alteration in the 
local blood supply, as intestinal 
activity is directly proportional 
to the blood flow through 
its musculature in perfusion 
experiments. Local or general 
effects upon the _ intestinal Cc 
gradients may also be _ pro- 
duced by the action of toxins | Fic. 1.—Diagrams_ illustra- 
and drugs, and there is no we _the theory of intestinal 
reason to doubt that nervous 
stimuli reaching the bowel may affect part or all of the in- 
produce similar effects. Intestine. (After Alvarez.) B 
fact, Alvarez has shown that of of 
“any stimulation which raises sec = flattening of 
the tonus, the activity, and the gradients. (J. T. C.) 
irritability of a segment of the 

bowel tends to slow the progress of waves and material 
approaching this segment on the oral side and to hurry the 
progress of material leaving it on the caudal side.” I think 
that experimental and clinical evidence shows the converse is 


Local focus causing 
Flartening of Gradients 
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equally true: that any stimulation which flattens or reverses 
the gradients of a segment of bowel tends to increase the 
activity of the segment on the oral side and depress it on the 
caudal side for a variable distance (see accompanying diagram 
of theory of gradients). 


That this local flattening of gradients does occur in man 
is shown by the following case reports as well as by experi- 
mental evidence to be presented later. 


Case 1 (No. 166726).—A married nurse aged 26 was sent to see 
me by her private doctor. She had had attacks of abdominal pain 
for the past couple of years, with complete freedom between them 
for as long as three months. Attacks started with intestinal colic and 
cramp-like pain in the umbilical region, and the pain radiated through 
to the back. Sickness gave relief. The attacks lasted about 48 hours, 
and the patient had to go to bed on account of the pain. She suffered 
from nausea, flatulence, and constipation, but there were periods of 
complete freedom and no qualitative dyspepsia. Her menstrual 
history was satisfactory and there were no urinary symptoms. The 
patient was painfully shy, and admitted to a typical history of anal 
fissure of the same duration as her abdominal pain only after my 
finding it by rectal examination. An x-ray film of the abdomen, 
taken on account of the repeated vomiting, showed gaseous disten- 
sion of a loop of upper jejunum, indicating some degree of iocal 
stasis. The N.P.N. was 28 mg. per 100 ml. Laparotomy (Jan. 12, 
1944) under ether anaesthesia showed nothing abnormal, and a 
normal appendix was removed. The anal fissure was excised. The 
patient has remained symptomless for nearly two years. 

Case 2 (No. 179471).—A female munition worker aged 22, married, 
was admitted complaining of severe continuous pain in the left iliac 
fossa for the past 12 hours, together with dysuria and frequency. 
She had suffered from mild attacks of intermittent intestinal colic 
in the same region, together with nausea and frequent vomiting, for 
the last three weeks. The bowel action was normal, and her menstrual 
history showed that the last period had been missed. On examina- 
tion there was a tender cystic swelling in the lower abdomen about 
3 in. (7.5 cm.) in diameter. An x-ray film taken on account of the 
repeated vomiting showed a distended loop of jejunum, and barium 
stopped in that loop for the 20 minutes during which it was being 
observed (see accompanying skiagram). Laparotomy was performed 


Fic. 2.—Skiagram of Case 2. Note loop of upper jejunum 
retaining the barium meal. 


under spinal analgesia (nupercaine 14 ml. 1/1500). The findings 
were: (1) Torsion of a serous cyst of the left ovary; this was re- 
moved. (2) Pregnant uterus, about 7 weeks. (3) The upper jejunum 
for about the first 18 in. (45 cm.) was dilated to a diameter of over 
3 cm. This part, which showed active segmentation, was followed 
by 12 in. (0 cm.) of bowel which was inactive, which was about 
2 cm. in diameter, and which reacted poorly to stimuli. It contained 


no obvious barium. Below this area the gut was active, and was 
contracted to about 1 cm. in diameter. Skiagrams taken 24 hours 
after operation showed no abnormality, and the patient has remained 
symptomless. The N.P.N. was 25 mg. per 100 ml., and the fasting 
blood sugar 0.09%. 


This local or general flattening of intestinal gradients, with 
its alterations in the motor function of the bowel, gives a 
satisfactory explanation of the mechanism of neurogenic ileus. 
In acute neurogenic intestinal obstruction these deviations are 
seen producing their maximum effect ; but this is rare, though 
lesser degrees of ileus are extremely common. 

The response of the gut, whether local or general, spastic 
or “ paralytic” in nature, depends on the stimulus and its own 
condition wher, the stimulus is applied. It is known that a local 
stimulus usually produces a local effect in altering the gradients 
of the bowel, but there is little to indicate whether the result 
will be spastic or “ paralytic” in nature or a combination of 
the two forms, though it seems certain that anoxia always pro- 
duces spasm of the area involved, as also does degeneration 
of the ganglion cells of the myenteric plexus. Some stimuli 
lead to relative paralysis with distension—a distension which 
may terminate gradually or abruptly at its caudal end by pass- 
ing into bowel of more normal size. It should be remembered, 
however, that the term “ paralytic ileus” is a misnomer, as 
the bowel wall can almost always be made to contract in this 
condition by appropriate stimuli, this being so even when 
advanced diffuse peritonitis is present; so that “ distensive 
ileus” is a better term. 

The above explanation of the pathogenesis of neurogenic 
ileus infers that the type, spastic or distensive, the extent in 
length of the bowel involved, and the length of time the bowel 
remains in ileus are due to the stimuli and the condition of 
the bowel at the time of reception of those stimuli. So-called 
passive ileus is really an advanced stage of distensive ileus 
where venous stasis is marked and intramural strangulation is 
imminent, so causing lack of response, and corresponds to the 
addition of vascular obstruction upon a neurogenic ileus. 


Levels in the Neuro-muscular Mechanism at which Ileus 

may Arise 

It remains now to discuss the levels in the neuro-muscular 
mechanism of the bowel at which this imbalance may 
arise. 

The work of Cannon and Murphy (1906, 1907) suggested 
that two distinct levels were involved, as they found that 
section of the splanchnic nerves stopped ileus due to the crush- 
ing of a testicle, but had no effect upon that produced by direct 
handling of the gut. Ochsner and his associates (1930a, 
1930b, 1935), however, maintained that the giving of a spinal 
analgesic or a splanchnic block relieved the distension pro- 
duced by handling the gut or by chemical peritonitis, and they 
introduced the treatment of so-called “paralytic ileus” by 
these methods. My clinical experience seemed to be at variance 
with this conclusion, hence the following series of experiments 
were carried out. n 

First of all confirmation was obtained of the value of spinal 
analgesia in the release of neurogenic ileus which had been 
produced by iodine irritation of the peritoneal surface of an 
area of bowel in dogs anaesthetized with a C.-E. mixture. The 
second step was to endeavour to induce neurogenic ileus in a 
dog while under spinal analgesia. It was found that 60 mg. 
of novocain injected intrathecally gave an excellent analgesia 
which reached well up the thorax and lasted several hours. 
Various forms of chemical peritonitis proved unsatisfactory 
owing to damage to the bowel wall or its blood supply, and 
the attempted production of bacterial peritonitis was also a 
failure, as in the event of its occurrence it was impossible to 
localize without gross trauma to the bowel wall, which vitiated 
the whole experiment. 

After numerous trials it was found that the injection of 
several millilitres of methylated spirit between the leaves of 
the mesentery near the bowel margin produced a localized ileus 
in which the affected bowel distended and became filled with 
gas and led to a damming back of the intestinal contents on 
the oral side for varying periods up to several hours. These 
injections produced this result in all the ten dogs used, and 
was repeated several times in some of the dogs. In no case 
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could the effect be attributed to any alteration in the vascular 
supply of the area, so far as could be observed. It is interesting 
to note that in cats the same procedure carried out under 
intraperitoneal nembutal analgesia also leads to neurogenic 
ileus, but that in young animals it is often of a spastic rather 
than a distensive type. 


These results have been confirmed in man, and the following 
is a typical example. 


Case 3 (No. 168011).—A man aged 59 was admitted with some 
months’ history of bowel irregularity. A spinal analgesic of 13 ml. 
of nupercaine 1/1500 was given without any premedication, and an 
operable carcinoma of the pelvi-rectal junction, not causing obvious 
obstruction, was found. A left inguinal colostomy was performed, 
then some 24 in. (60 cm.) of lower ileum was withdrawn and placed 
on moist saline towels. Vigorous intestinal movements were present 
except in the last few inches before the ileo-caecal sphincter. Some 
2 ml. of 70% alcohol was injected between the leaves of the mesentery 
18 in. (45 cm.) above the caecum; it caused a local whitening of the 
area of mesentery involved, but there was no visible alteration in 
the blood vessels of the area. Starting about two minutes after the 
injection, the adjacent intestine distended until it was nearly twice 
the diameter of the bowel above, and intestinal movements faded 
out as they entered it. The bowel below the 6 in. (15 cm.) involved 
by the distension showed marked decrease in movements, and normal 
movements were found only some 14 in. (35 cm.) below the upper 
limit of the distension. A local contraction could be produced at 
any point by direct stimulation. The condition persisted unchanged 
for the 20 minutes during which it was being observed before closure 
of the abdomen. Similar observations have been made on other 
patients, but it is interesting to note that in young adults investigated 


during an interval appendicectomy the reaction of the bowel was . 


variable. Sometimes an area of spasm was produced; at other times 
distension occurred; while on occasions there was no obvious 
reaction. 


These observations lend support to the flattened-gradients 
theory of neurogenic ileus and also make it reasonable to 
suppose that the so-called sympathetic inhibition of motor 
activity is not its only cause, but that ileus can arise from 
stimuli affecting the muscular or intrinsic nervous mechanism 
of the bowel. . 


Factors giving Rise to Neurogenic Ileus in Clinical Practice 


So far we have discussed the mechanism of neurogenic ileus 
and the sites of action of stimuli producing it. Finally, it 
remains to mention the factors giving rise to such stimuli in 
clinical practice. 


Traumatic—1) Local: (a) intraperitoneal; (6) extraperitoneal. 
(2) Remote. 

Infective—{1) Peritoneal: (a) local; (6) diffuse. (2) Extra- 
peritoneal: (a) intra-abdominal; (b) extra-abdominal. 

Toxaemic.—({1) Local. (2) General. 

Idiopathic. 


This classification needs but little comment. Mild degrees 
of traumatic ileus occur after every laparotomy and recover 
spontaneously, but occasionally the ileus persists, and when 
flatus has not been passed for 60 hours after an operation 
the condition is arbitrarily spoken of as “ paralytic ileus.” In 
a few cases the distension increases to such an extent that 
active measures have to be taken to alleviate the condition 
for fear of the possibility of intramural strangulation and 
to relieve pressure on the cardiovascular and respiratory 
systems. It is important to realize that neurogenic ileus in 
these cases either is a local condition, which if unrelieved 
may spread, especially if venous stasis occurs in the affected 
loops, or becomes a local condition after recovery from the 
initial post-operative general loss of tone and movement; and 
it is for this reason that the patient suffers from “ windy pains ” 
which, though not so severe, resemble those of mechanical 
obstruction. Retroperitoneal haemorrhage and injury to the 
lumbar vertebrae are also well-known causes. Ileus is well 
recognized as occurring in pneumonia, meningitis, and typhoid, 
as well as in intraperitoneal infections. Equally well recognized 
are the toxaemias of lead and of renal dysfunction, and ileus 
may occur in the latter with a rising or a falling N.P.N. 
Probably some idiopathic cases will on further investigation 
be found to be of reflex origin, possibly from atypical peptic 
ulcers situated distal to the duodenal cap, while others appear 
to be associated with hyperglycaemic attacks unassociated with 
glycosuria or renal failure. 


Conclusions 


Neurogenic ileus is due to a local or general flattening of 
intestinal gradients. 


It may be spastic or distensive in type, and the factors pro- 
ducing it may affect the extrinsic nerves or act directly upon 
the neuro-muscular mechanism of the bowel. 


The symptomatology 1s in accordance with the factor causing 
the ileus and the type of ileus, plus the site of the obstruction, 
the degree of obstruction, and the length of bowel involved. 


So-called passive ileus is a distensive ileus in which venous 
stasis has become so marked that a vascular intramural obstruc- 
tion complicates a neurogenic ileus. 


Thanks are due to the Medical Research Council for making this 
work possible, and to Prof. H. N. Green, Department of Pathology, 
Sheffield University, in whose department most of -he experimental 
work was performed. 
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THE DIETS OF FAMILIES WITH CHILDREN 
IN 1941 


BY 
E. R. BRANSBY, Ph.D. 


The tables given in Food Consumption Levels (H.M.S.O., 1944) 
show that there were considerable differences in the consump- 
tion of foods and nutrients during the war compared with pre- 
war and also in the different war years. From the point of 
view of food supplies 1941 was the most difficult year. It 
was also a time of transition between pre-war, when there was 
no food rationing and few welfare food schemes, and the later 
years of the war, when there were an extensive rationing system 
and a relatively highly developed system of welfare schemes 
and priority allowances. The following information, derived 
from a dietary survey in 1941, is of interest because it relates 
to that difficult transition period. 

Collection and Analysis of Data~—-The survey was made by 
the Ministries of Food and of Health in 1941. The original 
plan was to re-survey those families surveyed previously in 
the Carnegie (1937-8, unpublished), West Riding (County 
Council of the West Riding of Yorkshire, 1939), and London 
(Bransby and Bransby, 1940) studies. As the large majority of 
the families could not be traced a random selection of families 
living in working-class districts of London, Preston, West 
Riding, Smethwick, Oxford, Glasgow, Aberdeen and district, 
and rural parts of Somerset was taken. Data were collected 
from approximately 100 families in each locality, except Oxford, 
where the sample was 152 families. The survey was limited 
to families with children, as only such families had been 
included in the previous surveys. The field work lasted from 
March to December, 1941, and the precise weighing technique 
(Cathcart, 1931-2) was used for collecting the information from 
housewives. The composition of the diets has in the main 
been calculated from Nutritive Values of Wartime Foods 
(M.R.C. War Memo. No. 14, 1945). The League of Nations 
standards of nutrient requirements (Magee, 1943) have been 
used to assess the nutritional adequacy of the diets. 

Changes in Economic Conditions.—Although the survey was 
made early in the war, considerable economic changes had 
already taken place since pre-war. Earnings increased by 
29.9%, 42.4%, and 46% in July, 1940, July, 1941, and January, 
1942, respectively, compared with October, 1938 (Ministry of 
Labour and National Service, 1942), and the price of food, 
according to the Food Index, rose by about 25% between 
March/August, 1939, and March/December, 1941. Such 
changes make comparison between the present data and pre- 
war food consumption data hazardous, and consequently is 
not attempted here. 

Food Rationing and Allowances.—During the survey period 
the ration allowances per head weekly were: bacon, 4 oz. 
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(113 g.); sugar, 8 oz. (227 g.), with a short period of 12 oz. 
(340 g.); meat, Is. to Is. 2d. (holders of a child’s ration book, 
half these amounts) ; for about the first two months cheese was 
unrationed, and for the rest of the survey period the ration 
was 1-3 oz. (28-85 g.); butter and margarine, 6-7 oz. (170- 
198 g.); cooking fat, 2-3 oz. (57-85 g.). Preserves were 
rationed at 8-16 oz. (227-454 g.) per month. The milk- 
in-schools scheme and the national milk scheme were in 
operation, but the welfare vitamin schemes were not. The 
school meals service was operating only to a very limited 
extent. The distribution of national household milk and the 
“ points ” rationing scheme began during the last month of the 
survey. Margarine was fortified at the rate of 450 iu. of 
vitamin A and 30 i.u. of vitamin D per oz. (28.35 g.). Although 
national bread (85% extraction flour) was on sale its consump- 
tion was small, the great bulk of the flour used during the 
survey period being about 75% extraction. 


Results of Survey 
Family Constitution —Table I shows the average composition 
of families, grouped according to food expenditure per head. 
An important feature is the fall in the number of children per 
family with increasing food expenditure per head. 


Taste Family Composition according to Food 
Expenditure per Head Weekly 


Group: | 1 2 | 3 | 4 § 6 


Food Expenditure | Under | 5. 7. 


per Head Weekly : 5s. 7s.—9s. | 9s.-I1s. | 11s.—13s. Ouce 


Children .. 46 33 25 | 18 1-4 1-0 

Adults 23 | 26 | 2-7 2-7 2:5 2:3 

Total persons 45 | 39 3-3 

No. of families “ 7% | 9% |. 275 174 | 87 44 

% of families in 20 10 5 
sample | 


Consumption of Foods.—Table I shows the consumption of 


‘foods per head weekly for the various food expenditure groups. 


TaBLe Il.—Consumption of Foods per Head Weekly 


. Group: 1 2 | 3 | 4 | 5 6 
| | 
| 13s. 
Food Expenditure Under 
per Head Weekly : 5s. Ss.-7s. | 7s.—9s. lis.| }1s.—13s. 
| 
Milk* pt 2-9 3-2 3:7 | 4-0 4:5 5-7 
Cheese oz 0:8 1-3 16} 20 1-9 2-4 
Butter 1-2 20°} 23 30 | 3-0 2:7 
Margarine... 5:3 42 42, 40 3-9 4-6 
Lard, suet, and fats .. oz. 0-8 1-4 19 | 25 z2 2:8 
sa .. No. 0-7 0:8 13} 20 1:9 2:7 
Meat and offals st ORS 7-6 10-5 13-7 | 17:4 16-2 22-0 
Sausages, meat pies, etc. oz. 4-2 4:8 56 | 6:2 6-2 8-3 
Bacon and ham 1-6 3-0 41 48 42 
Fish... 2-1 39 | 48 60 9-4 
Potatoes OR | 58-2 58:1 57-0 56:9 54-9 
Vegetables—fresh .. Oz. | 86 14-0 16-9 22:8 29°3 36-9 
—canned .. oz. 0-7 1-2 2 2:1 1-5 
—dried ..oz. | 1:5 0-8 0-7 | O5 0-7 0-2 
Fruit—fresh .. | 0-5 2-2 46, 81 11-1 19-4 
—canned 0-1 0-3 0-6 | 0-7 1-3 1-4 
dried. oz, | 03 | 04 | 06 | 08 2 | 17 
Bread, etc. (as flour)... oz. | 55:3 64:7 63:0 | 641 66:8 72:8 
Oats and oatmeal .. 41 2-4 21 | 38 1-6 1-3 
Other farinaceous foods 0z. 1-9 2:8 3:3 41 5-6 5-6 
Sugar .. GZ, 8-2 8-4 8-8 9-5 9-4 
Spreads such as jam, etc. oz. 261. 32 3-6 45 5-8 6:3 
Cocoa and patent drinks oz. | 03 0-4 0-5 1:3 


* As liquid milk equivalent: consists almost entirely of liquid milk. (1 pt. 
= 568 ml.; 1 oz. = 28-35 g.) 


The most noteworthy feature of Table II is the increase in 
the consumption of most foods with increasing expenditure 
per head. The only exceptions are margarine, potatoes, and 


. oatmeal, although the increases in the consumption of total 


fats and sugar are relatively small. For the protective foods 
the differences are considerable. Comparison of the data of 
the “under 5s.” group with those in the “13s. and over” 
group shows that consumption in the latter exceeded that in 
the former by 90% for milk in all forms, 200% for cheese, 
290% for eggs, 160% for meat, bacon, and offals (due partly 
to the large proportion of children in the “under 5s.” expen- 
diture group), 490% for fish, 215°. for vegetables, and 1,700% 
for fruit. 


Of the total liquid milk supply of the households 56%, 51%, 
42%, 29%, 28%, and 13% was obtained under the national milk 
scheme and the milk-in-schools scheme in the under 5s., 5s.-7s., 
7s.-9s., 9s.-ils., 11s.-13s., and over 13s. food expenditure 
groups respectively. It must be pointed out that some of the 
above differences are due to the higher proportion of children 
in the lower food expenditure groups. 

Nutrient Intakes—Table III shows the nutrients obtained 
per head daily from-the diets listed in Table II, and Table 1V 
the percentages these represent of requirements according to 
League of Nations standards. In both Tables III and IV 
allowances have been made for cooking losses of vitamins 
(M.R.C. War Memo. No. 14, 1945). 


Ili.—Jntake of Nutrients per Head Daily 


Food | Vit | Vit Ascor- 
Expenditure | Prot.| Fat | Carb.| Cals. | Calc. | Iron | bic 
per Head 
Weekly (gz) | () | (mg.) (mg.)) (i.u.) | Ci.u.) | (mg.) 
1. Under 5s... | 57 | 55 | 270 | 1,803| 430 | 8 | 2,062| 214. 15 
2. 5s.-7s. 63 63 287 | 1,967| 493 9 | 1,828 | 237 | 20 
3. 7s.-9s. 68 75 292 | 2,115| 556 10 | 2,620 | 259 | 23 
4. 9s.-11s. 77 87 319 | 2,367) 634 12 1950 | 277 | 30 
5: tis=iSa,. .. 80 88 341 | 2,476| 701 13 | 3,353 | 286 | 34 
6. 13s. and over 92 105 360 | 2,733) 875 14 | 3,891 | 313 | oot) 


TaBLE 1V.—Nutrient Intakes Expressed as Percentages of Require- 
ments according to League of Nations Standards 


Pro- Cal- Ascorbic 
Food | tein | Cals. | cum | | Vit. Vit. Bi) Acig 
(g.) (mg.) | (mg.) | (iu.) | (iu.) | 
1. Under 5s. oa 95 88 37 82 | 70 | 81 | 51 
2. 5s.—7s. 100 89 st 89 62. 61 
3. 7s.—9s. .. ee 106 93 51 96 89 | 94 78 
4. 9s.-11s. ae 115 98 59 115 99 98 100 
5. 11s.—13s. on 123 | 6102 69 127 112 103 113 
6. 13s. and over .. 136 109 86 137 129 110 133 


For all nutrients the adequacy of intake increased with increas- 
ing food expenditure per head. The most severe deficiencies 
according to the standards adopted were in calcium, vitamin A, 
and ascorbic acid, although for the food expénditure groups 
of under about 9s. per head weekly there was a deficient intake 
of all nutrients except protein. The intakes of animal protein 
were about 17 g., 21 g., 26 g., 31 g., 33 g., and 43 g. per head 
daily in the groups with weekly per head food expenditures 
of under 5s., 5s.—7s., 7s.—9s., 9s.-l11s., 11s-13s., and 13s. and 
‘over, respectively, these representing 29%, 33%, 38%, 40%, 
41%, and 46% of the total protein intakes. In all groups 
about 70% of the total vitamin potency of the diets came from 
preformed vitamin A. It is instructive to observe that in the 
lower food expenditure groups the average intakes of ascorbic 
acid were only about 15 to 20 mg. daily. 


Consuming Habits 

During the survey the housewives recorded the meals eaten 
by the members of their families, and these data were analysed 
to show the meals eaten by mother, father, other adults, 
adolescents aged 14 to 18 years, and children aged 2 to 14 
years. The object of the analyses was to compare consuming 
habits of the families in the various food expenditure groups 
and to determine whether the diet of any group was so mono- 
tonous as to be a danger to morale. The meals consumed were 
grouped into: 

Drink Only.—Tea, coffee, cocoa, or other beverage without any 
other food. 

Bread and Spread.—Bread with butter, margarine, dripping, jam, 
treacle, fish paste, or any other such spread. 


porridge, cornflakes, or any other such cereal 
ood. 


Cocked Meal—Any such meal as eggs, bacon, sausage, cooked 
meat, or vegetables, or cooked food eaten cold. 


Pudding.—The commonly accepted meaning. 

Pie Meal.—Meals consisting of meat or fish pies. 

Meat Sandwich.—Bread with filling of cold cooked meat, sausage, 
canned meat, or similar food. 


Table V shows the percentages of the persons eating the 
above meals in each of the six food expenditure groups. The 
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“drink alone” figures have been omitted from the breakfast, 
dinner, and tea sections of Table V, for in no food expenditure 
group did these meals consist to any extent of drink alone. 

In the discussion below the food expenditure groups are 
referred to by numbers: (1) = under 5s.; (2) = 5s-7s.; 
(3) = 7s.-9s.; (4) = 9s—-I1s.; (5) = 11s—13s.; and (6) = 13s. 
and over. 


Breakfast.—“ Bread and spread ” was taken by 71-93% in Group 1, 
this being progressively reduced to 15-30%*in Group 6. Cereals 
were taken by 20-30% in almost all groups. In Group 1, 5-8% had 
a cooked meal, increasing progressively to 31-58% in Group 6; the 


The principal differences shown by the above analyses are 
that as food expenditure increased so there was (1) a decrease 
in the frequency of “bread and spread” for breakfast, dinner, 
tea, and supper, of cooked meals for dinner, and of drink alone 
for supper ; and (2) an increase in the frequency of cooked 
meals for breakfast, cooked meals and pudding for dinner, 
cake for tea, and cooked meals or sandwich for supper. The 
variations between the different individuals of the family were 
not so marked, and occurred mainly at breakfast and tea. 

Comparison of Food Expenditure Groups.—Table V1 shows 
the number of “drink alone” or “bread and spread” meals 


TABLE V.—Percentage Frequency of Various Types of Meals 


Mother Father 
Food Expenditure Group: | 3*|4*| 5* 6* 

Breakfast : 

Bread and spread | 76 53] 41 | 40| 34 | 30/71 |43/34)29) 8) 15 
Cereal .. .. 25/19} 24} 19 | 22 | 23 | 23 | 19 | 29 | 20 
Cooked meal .. .. | 35/35/42! 28 | 34 | 46 | 46 | 53 
Dinner: 

Bread and spread | 9] 4] 6] 4] 3/10) 7] S| 8] 4] 2 
Cooked meal .. as .. | 65 | 58 | 47 | 36 | 32 | 28 | 64 | 62 | 49 | 40 | 29 | 28 
Cooked meal and pudding .. | 23 | 61 | 65} 28| 44 | 49/65 | 67 
Pie meal | 4) 4) 2] 2] 3] 4] 4] 3] 2] 3] 2] 3 
ea: 

Bread and spread .. 21/15/19! 10! 46/30/19) 12/14) 6 
Cake... 50/52 15 | 29 | 37 | 46 | 47 | 45 
Cooked meal .. .. | 38) 33 | 35 | 28 | 29 | 37 | 36 | 40 | 43 | 40 | 38 | 46 
Supper: 

Drink .. 14/11/10} 7] 6 
Bread and spread .. | 44/41 | 41 | 57 | 44} 38 | 40 | 39 | 39 
Cooked meal | 16)21)17) 13/14) 19 | 23 | 24) 20 
Meat sandwich | 6) 26/31] 7) 24) 26} 25 | 28 | 31 


Other Adulis 14-18 Years 2-14 Years 
1* | 2* | 3* 4* 5*, 6* | 1% | 2*| 3* | 4* | 5% | 6* 
93 | 49/35 26|22) 73 | 53 | 37 | 33 | 20| 17] 73 | 49 | 39 | 34 | 25 | 17 
0/19 | 21 | 20/25] 20} 20! 19 | 27 | 20 | 39 | 17 | 22 | 28 | 34 | 32 | 38 | 33 
7|32|32|43| 35/51 25 | 31 | 36| 40! 58) 5 | 19 | 21 | 30] 31! 
0} £1921 61131 7] 21.51 3456] 3] S| 8 
75 | 66 | 43|40| 33/26] 77 | 61 | 58 | 37 | 35 67 | 56 | 47 | 35 | 32 | 25 
18 |23 | 50 | 50|62|67| 10 | 23 | 35 | 51 | 53 | 69 | 22 | 29 | 47 | 53 | 61 | 70 
0) 4 2) 21 3141-3 
6| 47] 26| 20/13} 45} 6] 41 | 32] 19] 13] 17, 10 

33|43|57148|56| 13 | 27| 31 | 50 | 55} 58 | 19 | 31 | 42-] 53 | 52 | 53 
49 |28| 40/31/31) 37! 39 | 44 | 44 | 36! 29 38 | 37 | 33 | 29 | 36 
19118] 9} 7] 15 | 18 | 10) 4: 11] 20] 14] 15/15] 8 
71 | 38 | 47| 33|33| 69 | 57 | 63 | 46 | 35 | 70 | 59 | 60 | 56! 49} SI 
6| 9] 15|25|26)28! 12 12 | 15 | 22) 19] 10/11) 15} 17 
33|30|32|31/24| 3/16] tS | 23 | 32] 2] 14; 16] 17} 21} 21 


1* = under Ss.; 2* = 5s.-7s.; 3% = 78.-9s.; 4% = 9s.-IIs.; 5* = I1s.-13s.; 6* = 13s. and over. 


greatest difference was between the two lowest groups. Cooked 
meals and cereals were seldom consumed in Group 1 and infre- 
quently in other groups. In Group 1 6-8%, and in Group 6 49-63%, 
took a cooked meal or a cooked meal with cereal. Considering the 
types of meals taken by individuals, the frequency of “ bread and 
spread’ was the same—73-76%—in Group 1 by father, mother, 
adolescents, and children. The frequency fell for all persons to 
Group 6, but father tended to have it slightly less often and mother 
more often than the remainder. Thus in Group 6 the frequency of 
‘““bread and spread” taken by mother, father, adolescents, and 
children was 30%, 15%, 17%, and 17% respectively. Cereals were 
taken somewhat more often by children. Cooked meals with or 
without cereals were taken most often by father and other adults, 
and then by adolescents. 

Dinner.—“ Bread and spread’’ was consumed by 0-10% in 
Group 1 and 7-12% in Group 2, but only by 0-3% in Group 6. 
Cooked meals were taken by 64-77% in Group 1, this being pro- 
gressively reduced to 25-30% in Group 6. There was a reverse trend 
for cooked meals and puddings—10-23% in Group 1 and 65-70% 
in Group 6. Thus 85-93% in Group 1 and 93-99% in Group 6, of 
all persons, had a cooked meai with or without pudding for dinner. 
The frequency of “ bread and spread,” cooked meals, and cooked 
meals with pudding did not vary much between persons. 

Tea.—In Group 1 ‘‘ bread and spread ”’ was consumed by 36-47%, 
this being reduced progressively to 6-10% in Group 6. On the 
other hand, cake for tea became more frequent from Group 1, where 
it was taken by 7-19%, to Group 6, where it was taken by 45-58%. 
The frequency of cooked meals was fairiy constant in all groups— 
about 30-40%. 

There was little variation in the frequency of the taking of “* bread 
and spread ’’ or cake for tea by individuals. Mothers and children 
took a cooked meal slightly less frequently than did fathers in 
Groups 4, 5, and 6. Adolescents in Groups 1 to 4 had a cooked 
meal about as often as adults, but slightly less so in Groups 5 and 6. 

Supper.—The frequency of drink alone fell from 15-22% in 
Group 1 to 6-11% in Group 6, and that of ‘‘ bread and spread ” 
from 57-71% to 33-51%. In Group 1 a cooked meal was eaten 
by 5-13%, this being progressively increased to 17-28% in Group 6. 
Meat sandwich was quite popular, especially in the families with 
the highest food expenditure: 21-32% in Group 6 and 2-6% in 
Group 1. 


Little difference was observed in the frequency with which 
various types of meals were taken by individuals, although 
there was a tendency for children to have drink alone or “ bread 
and spread” more often and a cooked meal less often than 
other persons. 


and the number of cooked meals, with or without puddings, 
taken daily per head by the persons falling into the various 
food expenditure groups. 


TasLe VI.—Daily Frequency of Various Kinds of Meals according 
to Food Expenditure per Head 


Under | 557s. | 7s.-9s. | 9s.-11s. | 113.-13s, | 138. and 
Drink alone or bread | 23 1-6 13 1 0-9 08 
and spread 
Cooked meal ..| 1-4 1-6 18 1-8 19 24 


The number of meals consisting of drink alone or of * bread 
and spread” fell progressively from Group 1 to Group 6, but 
that of cooked meals rose. Comparison between Groups 1 and 
6 shows that the poor families had “ bread and spread” or 
drink alone about three times as frequently as the better-off 
families. Over one-half of the meals of the former consisted 
of “ bread and spread.” 

It is apparent that the families of the lower food expenditure 
groups were receiving a monotonous diet, and this may have 
been a cause of the low calorie intakes shown in Tables III 
and IV despite the availability of unrationed foods such as 
bread and potatoes. 


Discussion 


Despite rationing and the introduction of the national milk 
scheme there were wide differences in 1941 in the consumption 
of foods and the nutritional adequacy and palatability of the 
diets consumed by families when grouped according to food 
expenditure per head. Particularly low, according to the 
standards adopted, were the intakes of calcium, vitamin A, 
and ascorbic acid ; but, despite this, there was no evidence of 
a prevalence of clinical signs of ascorbic acid deficiency 
throughout the country. It is emphasized that the position as 
shown in this survey relates specifically to 1941. Subsequently 
the control of food distribution developed in a number of 
respects which must have flattened some of the trends shown 
in Table II. 


Summary 
A dietary survey of 849 families was made in 1941 in eight localities 
in England and Scotland. 
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The consumption of most foods, and especially protective foods, 
was considerably greater among families with high than among those 
with low food expenditure per head. The intake of all nutrients 


except protein was inadequate among the groups with food expendi- 


tures of less than about 9s. per head weekly, and the calcium intake 


_ was inadequate among all groups, irrespective of the level of food 
expenditure. 


Particularly «deficient were the intakes of calcium, 


vitamin A, and ascorbic acid. 


Data are presented on the types of meals eaten by persons of 


different ages in the various food expenditure groups. A summary 


cannot succinctly be made, but it is shown that the diets of the 
poor families were much less varied than those of better-off families. 


Thanks are due to the Registrar-General’s Department and the 


medical officers of health of the localities in which the survey was 


b 
Miss Llo 
4 and Mrs. Bransby, Thanks are due to the director and staff of the 


de for help in the selection of the survey sample. . The field work 
a Miss Jackson, Miss Hartley, Miss Canney, Mrs. Caffrey, 
Evans, Miss Cooper, Miss Campbell, Mrs. Thompson, 


_ Rowett Research Institute for assistance and for providing the lists 
of informants in the Carnegie survey. The Ministries of Food and 


- of Health are thanked for permission to publish this paper. 
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EXTRA-ORAL NERVE-BLOCK ANALGESIA 
FOR DENTAL EXTRACTIONS 
BY 
H. M. WOOD, M.B., Ch.B., B.Sc., D.A. 
K. M. RAINS, M.R.CS., L.R.C.P., D.A. 
AND 
P. A. BRAMLEY, B.D.S., L.D.S. 


Analgesia of the fifth nerve by the extra-oral approach was first 


_ described by Braun in 1905. The technique that we have used 


_ in this series was described by Labat in 1922. Although intra- 


oral nerve block is a daily matter in dental surgery, the ex- 


_ ternal approach has never been popular, chiefly owing to the 


need for an absolutely aseptic technique, almost impossible to 


_ obtain in dental surgery. 


The advantages of extra-oral nerve block in dental surgery 
were impressed upon us by the type of cases on which we were 
asked to operate ;. all were patients at the Queen Elizabeth 
Hospital, Birmingham, the majority of whom were suffering 


_ from subacute bacterial endocarditis, the others from congestive 


heart failure or severe asthma. The patients all had gross 
dental sepsis, which precluded intra-oral injections, while their 
condition made general anaesthesia inadvisable. This method 
proved very satisfactory, and without its use the dental treat- 
ment could not have been carried out without subjecting the 
patient to grave risk. 

In order to overcome the acute shortage of hospital beds 
we used this technique on 21 selected out-patients ; they were 
all co-operative, and indeed preferred the method to a stay in 
hospital and a general anaesthetic. Other conditions in which 
extra-oral block is indicated are acute inflammatory conditions 


of the jaw, fractures of the mandible, and cases in which trismus 


renders intra-oral injection impossible. When there is oral 
sepsis any injection within the mouth is dangerous, mainly 
because the injection of fluid under pressure damages the tissues 
and renders them more liable to infection. With extra-oral 
blocks all injections are distant to any possible sepsis. 


Premedication 

As many of the patients had been ill for a long time, especi- 
ally those with endocarditis who were having three-hourly 
intramuscular injections of penicillin, and were apprehensive, 
adequate premedication was essential. We found that it was 
not necessary to premedicate as heavily as is customary when 
the same nerve blocks are used in intranasal surgery. We should 
like to stress the importance of the tactful handling of the 
conscious patient, both by the anaesthetist and by the surgeon. 


Even heavy premedication will be useless if the patient becomes 
nervous. The out-patients were not premedicated ; they walked 
into the theatre and had the injection and extractions imme- 
diately. Their bearing during the operation and their comments 
afterwards were very satisfactory. The omission of premedi- 
cation, however, is practicable only if the patient’s temperament 
is suitable. 
Nerve Block 


The nerve supply of the upper jaw is from the second or 
maxillary division of the fifth cranial nerve. The maxillary 
nerve leaves the skull through the foramen rotundum, crosses 
the upper part of the pterygo-palatine fossa, and enters the 
orbit through the inferior orbital fissure. The maxillary nerve 
is therefore accessible in the pterygo-palatine fossa and can 
be approached by two routes, both of which we have used in 
this series : (1) through the incisura of the mandible just below 
the mid-point of the zygoma (posterior zygomatic approach) ; 
(2) through the angle formed by the anterior border of the 
masseter muscle and the inferior margin of the zygoma (anterior 
zygomatic approach). 

In this series we have used the anterior approach in 35 and 
the posterior approach in 21 cases. We have found that the 
anterior approach is easier to perform, reliable, and much more 
pleasant for the patient. Haematoma of the cheek, which is 
mentioned as a complication in all the literature, we saw twice, 
both in the same patient, who at the time complained that she 
was bruised at the site of her intramuscular injections of peni- 
cillin. At the Radcliffe Infirmary, Oxford, where this approach 
is used as a routine in the E.N.T. department, Dr. W. W. 
Mushin tells us that a haematoma of the cheek has never been 
seen. We now use the anterior approach in all cases. 

The nerve supply of the lower jaw is from the third or man- 
dibular division of the fifth cranial nerve. The mandibular 
nerve leaves the skull through the foramen ovale, and after a 
course of 2 to 3 mm. divides into its various branches. It can 
therefore be anaesthetized as it leaves the skull, while, for dental 
extractions only, the inferior alveolar nerve can be anaesthetized 
just before it enters the mandibular foramen, the lingual nerve 
being anaesthetized at the same time. The surface marking 
for the mandibular nerve block is the same as for the posterior 
approach of the maxillary nerve—namely, through the incisura 
of the mandible immediately below the zygoma. The site of 
injection for the inferior alveolar nerve block is 1 cm. behind 
and below the angle of the mandible. Care must be taken that 
the analgesic solution is not injected into the insertion of the 
internal pterygoid muscle. 

In this series we have used the mandibular nerve block on 
36 and the inferior alveolar block on 20 cases. We have found 
that the inferior alveolar approach is more pleasant for the 
patient ; it is very reliable and extremely easy to perform. The 
results have been satisfactory on‘ all occasions, and patients 
tolerate it better than the mandibular route. As the duration 
of the operation has not been expected to exceed one hour we 
have used a 2% solution of procaine with 1: 400,000 adrenaline. 
No solution is injected into the patient unless the aspiration 
test is negative, so it is essential to use a glass-barrelled syringe. 


Comment 

Operating conditions given by the extra-oral method of 
analgesia are good. The duration of analgesia, using procaine, 
has been up to two hours, and a full hour’s operating time can 
be relied upon. Bleeding has been noticeably less than under 
a general anaesthetic, although of course the field is not as 
bloodless as when a local infiltration is used. There have been 
no complications such as dry socket, necrosis, or tissue-slough- 
ing. Healing has been as quick and uneventful as that after a 
general anaesthetic. 

We have noticed the following minor complications: transient 
sixth-nerve paralysis ; slight facial paralysis in four cases, which 
passed off within the hour; and temporary swelling of the 
cheek due to an excessive amount of solution injected. We have 
already mentioned one case of bruising. 


Summary ° 


Dental extractions under extra-oral nerve-block analgesia were 
performed in 112 cases. 


The patients were of the “ poor risk” type of out-patients. 
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The anterior zygomatic approach for the upper jaw and the inferior 
alveolar nerve block for the lower jaw were found preferable both 
by the anaesthetist and by the patient. 

It should be emphasized that the procedure should be carried out 
only under absolutely aseptic conditions. The aspiration test must 
always be negative. 

Extra-oral nerve-block analgesia has been found excellent for 
patients with gross dental sepsis, especially now that the use of 
penicillin has made it possible to treat the dental sepsis of those 
patients with subacute infective endocarditis; and also for those with 
heart failure with orthopnoea and those with asthma. 

From the dental point of view there have been no complications, 
the healing of the tissues being quicker than when local infiltration 
is used. 

Our thanks are due to Mr. Harold Round, M.D.S., for his great 
help and encouragement, and to Prof. K. D. Wilkinson, who pro- 
vided us with most of our clinical material. Finally, we acknow- 
ledge with gratitude the teachings of the Nuffield Department of 
Anaesthetics at Oxford. 

BIBLIOGRAPHY 
Braun, H. F. W. (1905). Die Lokalandsthesie, Leipzig. 
Dale, H. W. Loftus (1944). Lancet, 1, 562. 
Labat, Gaston (1922). Regional Anesthesia, Philadelphia. 
a” (1942). Practical Anesthesia for Dental and Oral Surgery, Phila- 


Medical Memoranda 


Paradoxical Embolism 


Paradoxical embolism can occur only if there is direct com- 
munication between the auricles or the ventricles. A patent 
foramen ovale, which is found in a third of all necropsies, is 
ordinarily a fine slit in the edge of the fossa ovalis, the mem- 
brane acting as a flap-valve which is virtually closed during 
life. A wide opening in the interauricular septum is a rare 
condition. In both cases the physical signs may be normal. 
In the case of the flap-valve an embolism could pass from 
right to left auricle only if the pressure in the right auricle 
became higher than that in the left. In a recent article Birch 
(1945) mentioned two ways in which this might occur. A pre- 
vious embolism lodging in the pulmonary artery might raise 
the pressure in the right auricle, or the embolism might coil up 
over the tricuspid valve and block it sufficiently to cause the 
momentary rise of pressure necessary to open the valve in the 
foramen ovale and allow that embolus, or emboli following 
immediately after, to pass into the left auricle. This latter 
mechanism, first suggested by Porter (1941), seems the most 
probable explanation of the following case, in which previous 
pulmonary emboiism was excluded by clinical and post-mortem 
examination. 
Case REPORT 

A woman aged 42, seen in consultation with Dr. H. L. Heath, of 
Evesham, had a subtotal hysterectomy performed for metropathia 
haemorrhagica on Nov. 15. She made satisfactory progress until 
ax days after the operation, when she was noticed during the night 
to have developed a left-sided hemiplegia. Examination at the same 
time revealed evidence of arterial obstruction involving the whole 
of the right leg. The heart and lungs appeared normal. The circu- 
lation gradually returned to the right leg, but she died eight days 
later. Post-mortem examination showed a slit-like opening at the 
edge of the fossa ovalis, the membrane forming a flap-valve on the 
left side of the foramen. The pulmonary arteries and lungs were 
normal. There was an embolism lightly adherent to the wall of the 
lower end of the aorta and the proximal inch (2.5 cm.) of the right 
common iliac artery, and there were several recent infarcts in the 
right kidney and the spleen. 

R. G. ANDERSON, M.D., M.R.C.P.. 
Honorary Physician, Cheltenham General Hospital. 
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Pregnancy in a Uterus Bicornis 


With reference to the case of pregnancy in a uterus bicornis 
in the British Medical Journal of Dec. 22, 1945 (p. 894), the 
following case of a ruptured bicornuate pregnancy may be of 


interest. 
Case Hisrory 


The patient, Mrs. A., aged 24, primigravida, and 38 weeks 
pregnant, was admitted to the Anlaby Road Hospital, Hull, at 
6.45 a.m. on Dec. 11, 1945. At 12 weeks she began to have central 
abdominal pains, which were colicky in nature, lasting on and off for 
one month, with also seven days’ vaginal bleeding. At the end of 
the month she passed a small “ piece of membrane.”” On Dec. 10, 
while being x-rayed lying on her abdomen, she had severe central 


abdominal pains, which were colicky and aggravated by movement, 
and she also vomited several times. 

On examination (Dec. 11) the tongue was clean; temperature 
98.4° F. (36.9°C.); pulse rate 90 per minute; blood pressure 
138/98. The uterus by palpation was found to be the size of a 38- 
weeks pregnancy, with the presentation a breech. The foetal parts 
were easily palpated and the foetal heart was heard easily. She was 
very tender above McBurney’s point, with no rebound sign. There 
were shifting dullness in both flanks and tenderness in both loins. 
Per vaginam, the os was closed and there was no bleeding. Two 
hours later the temperature was 99° F. (37.2°C.) and the pulse 
rate 104. In view of the rising pulse and temperature a tentative 
diagnosis of acute appendicitis was made. , 

Operation.—This was carried out under gas-oxygen and ether 
anaesthesia. The abdomen was opened through a right paramedian 
incision and free blood was present in the abdominal cavity. A 
male child was found with the head lying among small intestine 
and covered with omentum, while the breech was still partially 
inside a thin membranous sac, which was seen to be the reptured 
right horn of a bicornuate uterus. After delivery of the child the 
placenta with the right horn was removed. After removal the uterus 
was almost like a normal one in shape and about 5 in. (12.5 cm.) 
long, with both tubes and ovaries in the usual position. The 
abdomen was closed without drainage. The child revived satis- 
factorily—weight, 64 lb. (2.95 kg.). Mother and child were dis- 
charged three and a half weeks later. 

On dissection of the placenta away from the uterine wall the 
latter was seen to be extremely thin, and it was surprising that 
rupture had not taken place earlier in the pregnancy. 

I am indebted to Dr. N. Gebbie, medical officer of health, Hull, Dr. D. L. 
McRae Tod, and Mr. C. H. Corbett for permission to publish this case. 


D. W. Rosinson, M.B., Ch.B.., 
Anlaby Road Hospital, Kingston-upon-Hul. 


Schonlein-Henoch Purpura with Blood in the 
Cerebrospinal Fluid 


Cases of Schénlein-Henoch purpura with blood in the cerebro- 
spinal fluid are exceedingly rare. Dr. Eli Davis, of St. 
Andrew’s Hospital, L.C.C. (personal communication), informed 
me that, among 1,100 cases of all kinds of purpura, in only 
two was there blood in the cerebrospinal fluid. I therefore 
report the case below, the cause of which, in view of the very 
high anti-streptolysin titre and previous sore throat, was 
probably streptococcal. 
Case HIsTory. 


A child aged 7 was admitted to hospital on July 18, 1944, with a 
two-weeks history of maiaise and sore throat. Three days before 
admission painful sweliings in both knees and elbows appeared. 

Examination showed a slender pale girl with temperature 100.5° F. 
(38.05° C.) and pulse 130. She had a dry and coated tongue with 
severely injected fauces.. The submandibular glands were enlarged 
and tender. The elbows, wrists, and knee-joints were also very 
tender, with periarticular swelling, while the shoulders were painful. 
Full doses of salicylates were given. Next day the temperature 
rose to 102° F. (38.9° C.) and the pulse to 170. The backs of the 
hands became swollen and there was an extensive and alarming 
swelling of the neck. Two days after admission petechiae appeared 
on the buccal mucous membrane, right shoulder, and both gluteal 
regions, while the neck swelling further increased, but there was less 
fever. In the next few days the swelling of the neck began to sub- 
side, but new crops of petechiae appeared on the ankles, dorsum 
of feet, and soles. Lar after admission the temperature rose 
again to 100° F. (37.7° C.) and the child complained of spasms of 
pain round the umbilicus and passed melaena stools. There was 
some albuminuria but no haematuria. A few days later the skin 
of the palms began to pee}. The general condition showed some 
improvement, with fading of the petechiae, though the temperature 
still remained at 100°. Twelve days after admission she complained 
of frontal headache and showed slight neck rigidity and a positive 
Kernig sign. A lumbar puncture revealed marked xanthochromia, 
a heavy excess of globulin, and a positive indirect van den Bergh 
test. Although no organisms were scen and the culture remained 
negative, a course of sulphamezathine was given—without obvious 
effect. Three days after onset of meningeal symptoms her condition 
began slowly to improve, and one month after admission the 
temperature settled and the blood count was normal. The child 
was discharged quite wel! on Aug. 30, and has remained well. 

Investigations.—July 19: W.B.C., 28,000 per c.mm. (polymorphs 
81%, lymphocytes 15%, monocytes 4%). July 22: W.B.C., 14,800 per 
c.mm. (polymorphs 76%, eosinophils 3%, lymphocytes 16%, mono- 
cytes 5%). July 25: W.B.C., 12,800 per c.mm. (polymorphs 66%, 
eosinophils 2%, lymphocytes 27%); platelets, 570,000. Bleeding and 
coagulation time, normal; blood culture, negative. Repeated throat 
swabs, negative to streptococci.é Anti-streptolysin titre at height of 
illness, 1,250 units (normal is 50-150 units anti-histase, normal (Dr. 
E. W. Todd). Blood sedimentation rate*(Westergren), 70 mm. first 
hour. July 30: Cerebrospinal fluid :—-White cell count, 135 per c.mm. 
(polymorphs 50%, lymphocytes 48%, endothelials 2%); R.B.C., 600 
per c.mm.; protein, 120 mg. per 100 ml.$ chlorides and sugars, 
normal; no organisms seen on a stained film; culture negative. 


I thank Mr. J. R. M. Whigham, F.R.C.S., and Dr. Eli Davis for their help. 


B. GREEN, M.R.C.S., L.R.C.P., 
Assistant Medical Officer, 
Middleton-in-Wharfedale Sanatorium, Ilkley. 
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PATHOLOGY OF TROPICAL DISEASES 


Pathology of Tropical Diseases. An Atlas. By J. E. Ash, Director, and 
Sophie U.S. Army Institute of Pathology, Medical 
50; 941 illustrations. 40s.) London: W. B. Saunders 


Company. 
The authors of this publication have felt that in books dealing 
with tropical diseases the subject of pathology has received only 
casual reference. To fill the gap thus created they have pro- 
duced this atlas, which describes and depicts in a long series of 
illustrations (mostly photographs of disease conditions of the 
body and organs and photomicrographs of histopathological 
changes) all the salient aspects of the pathology of tropical 
diseases. In addition to the purely pathological study, ~inder 
each disease is given a short and concise account of its 
aetiology, epidemiology, and clinical features, supported where 
necessary by maps illustrating distribution and life cycles of the 
causative organisms. In all there are 257 plates comprising 941 
illustrations, of which 15 are in colour. These are excellentiy 
reproduced, and with their descriptive labels cannot fail to be of 
great value to students of tropical medicine. 

The book is divided into a series of chapters each with its 
list of references to the literature. The first two deal with 
virus diseases. There then follow chapters on Bartonellosis, 
rickettsial diseases, tropical treponematoses, and spirochaetal 
diseases. A chapter on the dysenteries is followed by others on 
bacterial diseases, leprosy, and fungous diseases. The protozoa 
—trypanosomiasis, leishmaniasis, and malaria—are then con- 
sidered, and four chapters are devoted to the helminths— 
nematodes, trematodes, and cestodes. Finally environmental 
factors, deficiency diseases, tropical ulcer, and ainhum conclude 
what is undoubtedly a most complete and comprehensive 
survey of the pathology of tropical diseases. The book is well 
got up and printed, and it should be available to all whose work 
lies in the field of tropical medicine. 


KNEE-JOINT INJURIES 


Injuries of the Knee Joint. By I. S. Smillie, M.B., F.R.C.S.Ed., are 

(Pp. 320; illustrated. 35s., plus 7d. postage.) Edinburgh: E. Ss. 

Livingstone. 1946. 
Mr. Smillie had the opportunity of treating a vast number of 
deranged knees among civilian and military patients in an 
E.M.S. hospital throughout the recent war, and as a conse- 
quence has written a monograph covering the whole field of 
knee-joint injuries. In this he has been aided by enterprising 
publishers. Nevertheless, impressive book production does 
not excuse the defects which soon become apparent. 

It seems a pity that the author did not hold his hand a little 
longer so as to have presented a proper statistical analysis of 
his results. He might even have combined with a number of 
surgeons who in the Services have also done good work. If 
thus he had produced a symposium limited to internal de- 


“rangements of the knee we should have had a modest book 


of lasting value. Instead one finds a copious, unbalanced, 
and incomplete review, greatly padded with material relating 
to every conceivable sort of injury to the knee-joint. A book 
for experienced surgeons has been combined with one for 
novices. All of which has recently been done concisely and 
with greater authority elsewhere. 

One of the contributions draws attention to the filling up 
by fibrous tissue of the peripheral defects left when a meniscus 
is removed. This was recognized before, but it is not “ re- 
generation.” The replacement is not cartilaginous, nor does 
it reproduce the shape or appearance of a normal meniscus. 
The degree to which meniscal shape is restored to the fibrous 
structure certainly is interesting, and its different appearance 
is sufficient to distinguish it from an incompletely removed 
meniscus. Of all his cases 65% of the menisci removed were 
medial and the rest lateral—a rather higher proportion of the 
latter than usually expected. Differentiation of the types of 
tear and of cystic degeneration in each would have been of 
interest. Mr. Smillie has designed a very useful set of special 
cartilage knives, but he overlooks their forerunner in the Lowe- 
Breck knife. 


In the discussion of ligament injuries no number of cases 
treated are given. The author states that the circumstances 
demanding operation for cruciate damage are rare. He has 
nevertheless found 17 patients with anterior cruciate loss upon 
whom to carry out a procedure of dubious value—namely, the 
transposition of the peripheral portion of a medial meniscus 


‘after detaching it posteriorly and passing the structure along 


the line of the old ligament through the lateral femoral condyle. 
The report on end-results is incomplete and so unsatisfactory. 
In discussing fracture of the patella statistics are again lack- 
ing, but the author does well in dealing with it as one only of 
the possible lesions in injuries to the extensor apparatus. Like 
most writers upon the patella he does, however, tend to regard 
its function too much in terms of its influence upon the tibia and 
not at all in relation to its mechanical effect upon the femoral 
condyles when the foot is fixed upon the ground—the com- 
monest circumstance in which the quadriceps apparatus is 
ruptured. His treatment of this fracture is reasonably con- 
servative. In connexion with operation for recurrent disloca- 
tions of the patella no acknowledgment is given to the work 
of Goldthwaite or of Hauser. The rest of the book deals with 
the remaining intra-articular fractures, and with some injuries 
further afield which may involve the knee-joint in some form 
of disability. A perfectly illustrated anterior displacement of 
femoral condyles in Fig. 270 is described as a backward 
displacement. 

The book starts and finishes with emphasis on an interpreta- 
tion of quadriceps muscle function, based upon the writings 
of another surgeon, in which it is implied that the vastus 
medialis section only comes into action to complete the last 
15° of knee extension, the earlier range being the function of 
the rest of the quadriceps. Neither of these surgeons is an 
anatomist or a physiologist, and in the absence of carefully 
checked scientific data we will not genuflect to such 
authority.” 


HOMANS’S TEXTBOOK OF SURGERY 


A Texthook of Surgery. By John Homans, M.D. Sixth edition. (Pp. 1,278; 

530 illustrations. $8.00 or 44s.) Springfield: Charles C. Thomas; London: 

Bailligre, Tindall and Cox. 1945 
First published in 1931, this textbook by the beginning of 1940 
had reached a fifth edition, and a sixth has just appeared, so 
that the war years intervene between the last two editions. In 
those grim years there have ‘been some profound modifications 
in surgical practice, chiefly because of experience gained in the 
treatment of wounds and infections after the introduction of 
the sulphonamides and penicillin. This new edition embodies 
such experience and brings the work well up to date in all 
directions. As an example of this, in the section on the brain 
there is a paragraph on the use of fibrin foam and fibrin film 
in neurosurgery. The preface calls this a war edition, but it 
might with equal accuracy be described as postwar, since we 
have here an excellent account of the practice of surgery in 
the postwar period of to-day. 

Dr. Homans is now emeritus professor of clinical surgery 
at Harvard and the names of the original contributors no 
longer appear on the title-page of the book: otherwise its 
format remains as in previous editions, and we are pleased to 
notice the retention of the historical approach to the various 
chapters. We would repeat what we said of the fifth edition, 
that no teacher should be without a copy of the book. Like- 
wise the student, whether he be approaching his qualifying 
examination in surgery or more experienced and revising in 
preparation for a higher examination, should find it most 
valuable. Neither unwieldy nor too concise, the book is read- 
able and can be thoroughly recommended. 


PSYCHOANALYTIC THERAPY 


Psychoanalytic Therapy: Principles and Application. By Franz Alexander, 
M.D., and Thomas Morton Frenagh, M.D., and Staff Members of the 
Institute for Psychoanalysis, Chicago. (Pp. 353. $5.00.) New York: 
The Ronald Press Company. 
This is an important book: it is based on seven years’ work 
by the staff of the Institute for Psychoanalysis of Chicago in 
a concerted effort both to define those basic principles which 
make possible a shorter and more efficient means of psycho- 
therapy and whenever possible to develop specific techniques 
of treatment. This represents a real break-away not so much 


from psychoanalytic doctrine as from its technique and practice, 
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for several cases are quoted in which successful results have 
been achieved by twenty or fewer interviews. In many cases 
these interviews were spread over a year or more ; but it is not 
the total length of treatment which is of such practical import- 
ance as its cost and time consumption for the patient. It is 
clear that only those who have had experience of the more rigid 
psychoanalytic techniques and a real knowledge of the theories 
and observations of Freud and his pupils could successfully 
employ these shortened methods. Many psychotherapists are 
finding that, given this knowledge and experience on the part 
of the therapist, propositions as to the likely cause of his 
troubles and the nature of his faulty reactions to life may be 
put with good effect before the intelligent patient for his 
acceptance or rejection. This allows for a much less passive 
attitude on the part of the patient, a greater degree of give and 
take between the participants in the treatment, and therefore 
more opportunity for synthesis as well as analysis. Obviously, 
since psychotherapy is so individualistic, great flexibility of 
method is necessary as between one patient and another, but 
the experienced therapist ought to be able to make a relatively 
quick appraisal of cach patient’s personality and problems and 
thereon plan a course of treatment appropriate to his needs. In 
this way it may be possible to deal with the vast numbers of 
mild incipient cases which are so much commoner—and more 
important—than the severe chronic cases. Also psychotherapy 
may be brought to bear more directly on the many psycho- 
somatic conditions which have come to be regarded as due to 
emotional stress but for which psychiatrists have done all too 
little. The description of a case of peptic ulcer proved by x rays, 
and another of asthma shown to be allergic to certain foods, 
are of great interest in this respect. 

A close study of this book will repay a wide circle of readers, 
both in encouraging those who are seeking to reduce the cost 
and time factors of psychotherapy and in persuading others 
that psychotherapy is less impracticable for their patients than 
they may have at one time thought. 


EXPERIMENTAL CATATONIA 


Experimental Catatonia. A General Reaction-Form of the Central Nervous 

System and its Implications for Human Pathology. By Herman Holland 

De Jong, M.D. (Pp. 225; illustrated. $4.00 or 22s.) Baltimore: Williams 

and Wilkins Company; London: Bailliére, Tindall and Cox. 1945. 
In this monograph Prof. De Jong has collected the results of 
his classical work, which began in Amsterdam nearly a quarter 
of a century ago and has been continued in America since his 
escape from Holland in 1940. The author’s previous mono- 
graph, written with H. Baruk in 1930, dealt with experimental 
catatonia produced by bulbocapnine, but the present volume 
describes experiments on catatonia brought about by other 
chemical and physical methods, and includes the application 
of some of this work to man. The first seven chapters give 
a detailed account of animal experiments with bulbocapnine. 
mescaline, asphyxia, centrifuging, electric stimulation, and by 
alteration in metabolism ; the.next six deal with catatonia in 
man, with special reference to the effects of urine extracts, 
histamine, and the cephalin-cholesterol flocculation test. 

The book has great value for ail experimental psychiatrists. 
especially as Prof. De Jong says “the goal has not been to 


’ contribute to any particular trend of thought, but only to seek 


the truth.” 


Notes on Books 


Die Verteilung der Sulfonamide im Organismus, by PAUL EGGER 
(Basle: Benno Schwabe and Co., 8 Swiss francs), is concerned with 
a study of the fate in the body of three sulphonamides, evidently 
those most popular in Switzerland. These are “ cibazol,’’ which is 
well known to us as sulphathiazole; ‘“‘ irgafen,” made by Geigy, 
which is dimethylbenzoyl-sulphanilamide; and finally ‘ elkosin,” 
another Ciba product, sulphanilamido-dimethylpyrimidine, which is 
a relative of sulphamezathine. Much of the information in the 
monograph is similar to that already acquired for other sul- 
phonamides. The author has, however, examined the amount of 
sulphonamide present in a large number of organs obtained at 
operation or from recently dead subjects. He has made the inter- 
esting observation that the concentration in the skin is high, being 
about equal to, or, for sulphathiazole, greater than, the concentra- 
tion in the blood. No wonder these substances cause skin rashes, 
and that sulphathiazole is particularly prone to do so. Probably 
the high concentration in the skin is due to the fact that they are 
being excreted in part in the sweat. 


_ La Médecine dans l'Ancien Pérou, by Raout D’Harcourt (Paris: 
Librairie Maloine), is a summary of works by old Spanish authors 
and archaeological and anthropological researches into the maladies 
of the Indians of ancient Peru. Since writing was unknown to these 
people the facts related have had to depend on tradition and on 
primitive graphs made on pottery and the glaze of vases, dug from 
the sands of the Peruvian coast. Medicine was in the hands of 
priest healers, who were herbalists and had a wide range of remedies. 
They did not hesitate to do such operations as cranial surgery, judg- 
ing by the illustrations. Amputated* stumps in mummies show 
evidence of having been neatly sutured. This book deals with a 
civilization which preceded the establishment of the Inca kingdom in 
the 12th century B.c. 


The W. B. Saunders Company of Philadelphia and London have 
republished in book form the Chicago Number, dated January, 1946, 
of the Medical Clinics of North America, containing the Symposium 
on Pediatrics. In a brief foreword Dr. Stanley Gibson introduces 
these discussions of modern problems in disease in childhood and 
the medical care of. children, and himself contributes one of the 
eighteen papers on varied subjects in his specialty. At the end of 
the symposium there are two papers outside the range of paediatrics : 
one on Dupuytren’s contracture and the other on control of gonor- 
rhoea. Six numbers of the Medical Clinics of North America are 
published in the year; they are sold by annual subscription at 55s. 
in paper, binding or 75s. in cloth binding. 


Preparations and Appliances 


COLOUR INDEX NOMOGRAM 


Dr. B. J. FREEDMAN, M.R.C.P., writes from St. Giles’ Hospital, 
Camberwell, S.E.5: 


The calculation of the colour index of the erythrocytes is a 
little daily task of no great difficulty that presents itself on 
innumerable occasions to pathologists and laboratory techni- 
cians. As with any other repetitive task, a labour-saving device 
is welcome. The diagram shows a nomogram that I have 
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devised for its rapid determination. A ruler is placed on the 
appropriate points on the red cell and haemoglobinsscales, and 
the point of intersection of the ruler with the middle scale gives 
a direct reading of the colour index. The straight edge of a 
transparent strip of x-ray film is better than a ruler as it renders 
interpolation easier. 

Those who wish to construct their own nomograms may do so 
by drawing the two parallel vertical scales about 5 in. (12.5 cm.) 
apart, 1 in. (2.5 cm.) on the scale representing 1 million R.B.C. 
and 20% haemoglobin respectively. The oblique scale is made 
by joining the two zeros, and is calibrated by laying a ruler 
across the 5-million mark and various haemoglobin percentages. 

For bench use the whole is best drawn on card and varnished. 
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_ ALUMINIUM THERAPY OF SILICOSIS ; 


It was in 1937 that Denny, a metallurgical engineer, 
Robson, chief surgeon to the McIntyre Porcupine Gold 
‘Mine at Schumacher, Ontario, and Irwin,! associate pro- 
fessor in the Department of Medical Research at Toronto, 
under Sir Frederick Banting, reported that in dusting 
experiments they could produce typical nodular silicosis 
in rabbits, but that if the quartz dust was mixed with 
aluminium dust of particle size less than 5 », the propor- 
tion of aluminium in the mixture being less than 1%, 
nodular fibrosis did not occur. In 1939? they further 
showed that the metallic aluminium on being converted 
into hydrated alumina reduced the toxicity of quartz in 
tissues by flocculation, partly by absorbing silica from 
_solution, but chiefly by coating the quartz particle with 
»an insoluble and impermeable coating which is gelatinous 
hydrated alumina. This, on drying, forms the crystalline 
alpha aluminium monohydrate (Al,0,H,O), which stains 
red with aurine. They also exposed eight rabbits to an 
‘atmosphere containing freshly ground finely particulate 
aluminium powder in a concentration averaging 7,000 
particles per ml. 12 hours daily for 14 months. After cessa- 
tion of the dust exposure some of the animals were 
observed for a further seven months. Chemical assays 
of the lungs showed them to contain from 270 to 1,200 mg. 
of aluminium per 100 g. of dried tissue. During their 
lifetime these animals gained normally in weight, and from 
the appearance and texture of their fur and general 
behaviour there was no evidence of any harmful effect. 
_ At necropsy there was no evidence of fibrosis of the Jungs, 
the only abnormality being aggregates of dust cells con- 
taining irregularly shaped opaque particles. In repeated 
experiments in rats Belt and King,’ however, found that 
the particles were treated as foreign bodies in the lungs, 
forming small concretions with fibrous tissue round them. 
Nevertheless in 1944 Leroy Gardner* and his colleagues 


confirmed with experimental evidence beyond question that 


aluminium and aluminium hydrate (XH-1010), probably 
in amorphous state, specifically inhibit fibrous reaction to 
quartz, and that their administration will prevent progres- 
sion of silicotic lesions and cause retrogression in immature 
tissue responses. 

Evidence on the effect of aluminium in pneumoconiosis 
also comes from the recent report of the experimental 
studies on chronic pulmonary disease in the South Wales 


1 Canad. med. Ass. J., 1937, 317, 
2Tbid., 1939, 40, 213; JIndustr. tae. 1939, 8, 133. 


3J. Path. Bact., 1943, 55, 69. 
4 J. industr. Hyg., 1944, 26, 211. 


coal-mines published by the Medical Research Council.’ 
These studies revealed that the most severe reactions in 
lungs result from quartz, but that the pathogenicity of 
this substance is reduced by clean coal and is practically 
abolished by shale. There is little doubt that the produc- 
tion of silicosis depends on the solubility of silica, and it 
is proved that quartz particles coated with iron oxide® or 
alumina are less soluble than those which are not. King 
found that the shales depressed the solubility of the quartz 
by releasing aluminium from their aluminous components 
to form a protective covering over the quartz particles 
which could be stained with aurine. It was also demon- 
strated that mineral dusts containing higher proportions of 
aluminous components were more inert, even after being 
in the lungs for a long time ; this is well shown by the fact 
that the shales are probably less dangerous to health than 
the sandstones. King also explained the pathogenicity of 


- anthracite coal, which in vitro depresses markedly the solu- 


bility of quartz, by suggesting that the aluminous and 
siliceous components of steam and bituminous coal must 
be much more closely bound to the coal substance than is 
the case with anthracite. 

Before applying the method for the prevention of sili- 
cosis in man it is essential to show that metallic aluminium 
is without harmful effects. In 1936 the Medical Research 
Council,’ after reviewing the findings in a group of fifty 
workers exposed for many years to alumina, were unable 
to find any evidence that the inhalation of alumina dust 
had caused pulmonary fibrosis, while Hunter, Milton, Perry. 
and Thompson* were unable to find disease in the lung in 
92 duralumin propeller grinders. Crombie, Blaisdell, and 
MacPherson® investigated 125 employees engaged in 
making aluminium powder by a_ stamping process: 
they had been on this work for periods ranging from 
six to twenty-three years, and they were submitted to 
x-ray examination each year. Aluminium powder did 
not cause lung damage, nor did it favour the develop- 
ment of tuberculosis or any other condition. During the 
war of 1939-45, however, many papers’from Germany 
described a condition of pulmonary fibrosis with frequent 
spontaneous pneumothoraces in workers making alumina 
powder.!°-!5 These papers remain an enigma. It must 
be pointed out, however, that there are many differences 
in aluminium powders. Denny, Robson, and _ Irwin’s 
powder is black; it contains 95% metallic aluminium, 
and its particle size is under 5 », accounting for its 
black colour. Stamped aluminium powder is coated with 
stearine, while blown aluminium powder is coated with 
aluminium oxide. It is possible, therefore, that aluminium 
may not be completely harmless, and its use should be 
allowed only under the supervision of expert observers. 

At the Porcupine Mine Denny, Robson, and Irwin have 
treated miners by blowing with compressed air metallic 
aluminium dust from small canisters into the rooms where 


5 Med. Res. Cncl. Sp. Rep. Ser. No. 250, 1945, London. 

6 Kettle, E. H., J. Path. Bact., 1932, 35, 395. 

? British Medical Journal, 1936, 2, 1273. 

8 Brit. J. industr. Med., 1944, 1, 159, 

9 Canad. med. Ass. J., 1944, 50, 318. 

10 Goraleswki, G., Arch. Gewerbepath. Hyg., 1939, 9, 676; 
ibid., 1941, 11, 106: Dtsch. Tuber.-Bl., 1943, 17, 3. 
11 Goralewski, G., and Jager, R., Arch. Gewerbepath. Hyg., 1943, 11, 102. 
12 Jager, R., and "Jager, F., ibid. 1941, 11, 117. 
18 Koelsch, F., Beitr. klin. Tuberk., 1943, 97, 688. 


ibid., 1940, 10, 384; 
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the men change for about 20 minutes before they go down 
the mine, and after they come up. Their results are not 
yet published, but miners returning to this country are 
enthusiastic about this method of preventing silicosis. 
Crombie, Blaisdell, and MacPherson* treated men in the 
same way but prepared the aluminium from a mill. By 
this method there is a small explosive risk if the motor is 
close to the mill, aluminium dust forming an explosive 
mixture if the concentration is more than 0.02 oz. per 
cubic foot (0.02 g. per litre). Thirty-four men with diag- 
nosed silicosis were treated by daily inhalations beginning 
with 5 minutes and gradually increasing to 30 minutes. 
Some men received 300 treatments, the majority about 
200. Out of the 34 cases studied, 19 showed clinical 
improvement with diminution of the dyspnoea, cough, pain 
in the chest, and fatigue, though they continued to work 
as miners; the remaining i5 cases remained stationary. 
Progress of the disease was assessed by means of respira- 
tory function tests, repeated at three-monthly intervals. 
Bamberger'* also treated a group of non-ferrous metal 
miners with both metallic aluminium and hydrated alumina 
(XH-1010), and claimed that about one-third in each group 
showed symptomatic improvement though there was no 
significant change ‘in exercise tolerance or vital capacity in 
any case. Aluminium dust cannot be regarded as a cure 
for silicosis, but these results suggest that it may prevent 
the development of human silicosis and may possibly arrest 
the progress of the disease when it is established. 

These promising developments have been marred by two 
recent happenings. Denny and Robson'* have taken out 
a patent for this method of treatment in the United States 
and Canada, and created a company with the McIntyre 
Porcupine Mines, Ltd., known as McIntyre Research, Ltd., 
while in Australia and Tasmania laws have been passed to 
compel employers to install this method of treatment in 
their change houses. In this country the law does noi 
allow the patenting of therapeutic methods, and British 


research workers are therefore free to investigate, assess, 


and develop the method. There is even an obligation to 
carry on investigations when restrictive influences are at 
work elsewhere. It is also appropriate to draw attention 
to the recent report of the Council on Industrial Health 
of the American Medical Association,'® which states that 
the administration of high concentrations of amorphous 
hydrated alumina unfavourably influences resistance to 
tuberculosis : and recommends that the general applica- 
tion of aluminium therapy in industry be delayed until 
adequately and impartially controlled clinical observation 
demonstrates its effectiveness in preventing or alleviating 
silicosis in man. It is evident that the real way to prevent 
silicosis is to prevent siliceous dust, and engineers must be 
encouraged to attain this end. Their achievements with 
wet drilling up to the present have been very great, and 
there seems no reason to doubt that within the next century 
their efforts will be rewarded with complete success. In 
the meantime mining must go on, and so must research 
into all possible methods likely to prevent or arrest silicosis 
in those engaged in the industry. 


14 Industr. Med., 1945, 47, 185. 
15 Robson, W. D., Trans. Canad. Mining Inst., 1944, 47, 172. 
16 J. Amer. med. Ass., 1946, 130, 1223. 


DIET AND INCOME 


On another page Dr. E. R. Bransby gives the results of a 
dietary survey, made in 1941 by the Ministry of Health, 
of a number of working-class families chosen at random 
from various parts of the country. This period, it may be 
remembered, was one of transition from the days of pre- 
war plenty to wartime austerity and food rationing. By 
1941 there had been considerable changes in the economic 
condition of the country. Food prices had risen by about 
25% and wages by about 40% above 1938 levels. The 
present-day figures are approximately 22% and 50% respec- 
tively, though the former figure is really fictitious, as food 
prices have been kept low by the Ministry of Food sub- 
sidies, which, of course, ultimately come out of the tax- 
payer’s pocket. The extra he would pay for food owing 
to the rise in the cost of living is taken out of his wage 
or salary. In 1941 the milk-in-schools scheme and the 
national milk scheme were in operation, but not the 
vitamin schemes for expectant mothers and babies, and 
the school meals service was operating only to a very 
limited extent. The bulk of the bread consumed was 
made from 75% extraction flour. 

The survey confirms much that was already known to 
the social worker and the general practitioner familiar 
with the conditions in working-class families. It is not 
surprising to read that those families with an income suffi- 
cient to spend 13s. a week per head on food averaged only 
one child. Based on the present-day cost of living this is 
not an excessive sum to provide an adequate level of nutri- 
tion without monotony. On the other hand the families 
with four to five children spent less than 5s. a week per 
head on food—a totally inadequate amount judged by any 
standards. The consumption of most foods, and particu- 
larly the protective ones, was notably greater among the 
families with few children than among the families with 
several children. Both groups ate approximately the same 
amount of potatoes, margarine, oatmeal, fats, and sugar 
—all foods which are cheap or rationed. These are the 
energy-producing foods. For the protective foods the 
difference in consumption in the two types of family was 
considerable. The intake of meat, milk, eggs, vegetables, 
and fruit was much greater among the families with a 
higher than among those with a lower food expenditure per 
head. On an average the consumption of these foodstuffs 
was 450% more in the former group than in the latter. 
For fruit and vegetables the figure was 1,700°% higher. 

Judged by the League of Nations standards of minimum 
requirements, and by costs calculated in 1942 by Magee 
and George, the intake of all nutrients, except protein, was 
inadequate among those families spending less than 9s. 
per head a week on food. Most families with more than 
two children spent less than this a week. Particularly 
deficient were the intakes of calcium, vitamin A, and 
vitamin C. Magee and George, at the request of the 
Ministry of Health Advisory Committee on Nutrition, com- 
piled figures to show that the standards for an adequate 
diet, as recommended by the League of Nations Commis- 
sion, cannot be satisfied if less than 9s. per head is spent 
on food. This figure is for adults and older children : it 
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_ of palatable cooked food stimulate the desire to eat. 


on such a diet is another matter. 


_ ranges from 7s. 6d. to 4s. for younger children and infants. 


These figures presuppose some knowledge of nutrition, 
which is unfortunately possessed by few housewives, and 
and unrationed foods. The 
Beveridge report recognized this and wrote off Is. 6d. per 


_ person per week for wastage due to‘lack of nutritional. 


knowledge. This brings the weekly food budget up to 
10s. 6d. for adults and older children, 9s. for younger 
children, and 5s. 6d. for infants. These are the minimal 


Health. 
A further interesting fact noted in Bransby’s survey is 


as the family 
income falls more of the “ bread and spread ” type of meal 
is eaten. Apart from being a poor source of the protec- 
tive elements, the latter may actually lead to a decreased 
food consumption through monotony and lack of appetite 
and interest in food. We all know how the sight and smell 
Man 
cannot live by calories and vitamins alone. It is true, as 
McCance and Widdowson have shown recently, that it is 
possible to live for a limited period on a diet of bread, 
potatoes, and vegetables. Whether it is possible to thrive 
The volunteers in 
McCance and Widdowson’s experiments were eating only 
an experimental diet for a limited period ; they knew that 
if necessary they could resume their normal accustomed 
diet ; and, what is most important, they were healthy adults 


and not chiidren or invalids, so it was not proved that such 
_ a diet provided for growth and repair. 


Further, the extrac- 
tion rate of the flour in the bread eaten was 92%, not 75%, 
the figure for white flour eaten before 1942. McCance, 
and Widdowson recognize that the results might have been 
different if their volunteers had eaten bread made from 
low-extraction flour. 

The survey demonstrates only too well that any increase 
in the number of children beyond two in the average 
working-class family leads to a lowering of the nutritional 
standard of all its members. It is futile for the Minister 
of Health to suppose that health can be bought with his 
new Bill when many of those who will have to pay for it 
are spending less on food than the minimum recommended 
by experts in his own Department. The masses need food 
and houses before health centres. The level of nutrition 
in many families could be improved by increasing the 
income-tax allowance for children, providing free school 
meals, and payment of part of the proposed children’s 
family allowance in the form of vouchers exchangeable 
for protective foods. 


e 


PLASTICS IN SURGERY 


Surgery has often benefited from methods and materials 
elaborated in other branches of applied science. Blaine! 
has recently extended his earlier observations? on the 
behaviour of plastic materials in the tissues of experimental 
animals, and Small and Graham* have been using plastics 
for the closure of skull defects. 


It is convenient to recognize two kinds of plastics, protein 
and non-protein ; the former are absorbed by animal tissues, 
while the latter are not. Blaine found that casein plastic, 
one of the protein group, could be machined to make 
screws, plates, blocks, and nails. Though less strong than 
the metals, when fresh it has a tensile strength similar to 
that of bone, but after a few weeks in the warm and moist 
tissues of the animal it softens and loses its tensile strength. 
This loss will have to be overcome if the material is to be 
used in man to support any considerable and prolonged 
strain. Casein plastic has certain advantages for use in 
bone surgery. It may be autoclaved for twenty minutes 
at 15 lb. (6.8 kg.) pressure and 120° C., provided it is dried 
and cooled afterwards. It is ultimately completely absorbed 
and replaced by bone. It produces no unfavourable tissue 
reaction in vivo, and in vitro it does not inhibit the growth 
Of a tissue culture. 

A non-protein plastic which Blaine investigated is methyl! 
methacrylate, better known as acrylic resin or “ perspex.” 
As Beck and others‘ had previously shown, perspex 
resembled “nylon” in causing no tissue reaction (this is 
not true of all non-protein plastics), and it did not inhibit 
the growth of a tissue culture. Drury and others’ found 
it highly resistant to bacterial growth on its surface, and 
its interior remains sterile after many months of external 
contamination. Blaine concludes from animal experiment, 
however, that it has no outstanding advantages over the 
metals, and it has a lower tensile strength. Small and 
Graham state that methyl methacrylate is suitable for the 
closure of skull defects in man. They employed a method 
similar to that devised by Shelden and others® to provide 
a transparent calvarial window for- direct observation of 
the brain in monkeys. 

Methyl methacrylate is supplied as a clear liquid mono- 
mer and as a polymer in powder form. When mixed they 
yield a soft mass which, on heating, undergoes irre- 
versible polymerization to produce a light, tough resin, 
transparent and radiotranslucent, of which the final shape 
can be defined by pressure in a mould during polymeriza- 
tion. The elaboration of the plate for inlay requires several 
hours of laboratory work, and consequently the impression 
is taken at a first operation, and the perspex plate inlaid 
at a second. To overcome the disadvantage of a two-stage 
operative procedure, which does not lessen the value of a 
plastic in oral or ophthalmic surgery but is a considerable 
handicap in surgery’s other branches, Blaine has reduced 
to twenty minutes the time necessary to prepare the final 
plate for inlay. In one method, the plastic, fully poly- 
merized and heated to 130° C., is moulded to a plaster 
model, under aseptic conditions in a special press. -In 
Blaine’s second method a dough of monomer (with benzoin 
as catalyst) and polymer is applied directly to the bone 
defect, and polymerized in situ by ultraviolet light, under 
which the hardening process takes place in only fifteen 
minutes. If this last method proves applicable to man, 
perspex may be used to repair incomplete defects in the 
facial bones, and perhaps also in arthrodesis. 


PLAN FOR SURREY HOSPITALS 


The voluntary and municipal hospitals of Surrey, with the 
county borough of Croydon, set up a joint divisional 
council in 1941, and while Government schemes were 
being laid, the council produced a plan for co-ordinating 
and extending the hospital services in the county. The 
plan has been framed on the assumption that “as free a 


1 Brit. J. Surg., 1946, 33, 245. 
2 Proc. roy. Soc. Med., 1945, 38, 
3 Brit. J. Surg., 1945, 33, 106. 


4 Brit. J. Surg., 1945, 33, 83. 
5 Brit. dent. J., 1935, ‘69, 130. 
6J. Neurosurg. 1944, 1, 67. 
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choice as is practicable by the citizen of his medical adviser 
will continue and the voluntary hospitals will not only be 
permitted but encouraged to function in the future.” The 
general scheme, for which the late Sir Laurence Halsey, 
chairman of the council, was largely responsible, is based 
on the provision of four types of hospitals—key hospitals 
(one or more of the London teaching or special hospitals), 
and district, local, and special hospitals, these last including 
mental hospitals, tuberculosis sanatoria, and hospitals for 
infectious diseases. It is proposed that the county should 
be divided into seven sections, each with one or more 
district hospitals equipped with means for treating on 
modern lines both in-patients and out-patients. The 
target for the district and local hospitals on the basis 
of six beds per 1,000 of population calls for 9,078 beds, 
whereas the present provision is only 5,259. Other targets 
are adopted for sanatoria and special hospitals. 
According to the scheme the key hospitals are to be 
responsible for major plastic and thoracic surgery, neuro- 
surgery, and radium and deep x-ray treatment. The 
district hospitals would cover general medicine and 
surgery, children’s diseases, ear-nose-and-throat cases, 
fractures and orthopaedic cases, and various other cate- 
gories; each of them should also have an out-patient 
ophthalmological department. Major operative work 
should be concentrated in certain district or special 
hospitals, and radiotherapy should be undertaken, when 
required, in collaboration with the key or special dis- 
trict hospitals. Each district hospital should also have 
an chstetric unit under the control of a senior obstetrician 
and gynaecologist, with other units associated with local 
hospitals and having local obstetrical staff. An out-patient 
department for rheumatism is also called for in all district 
hospitals. It is thought essential for radiotherapy to be 
practised in special centres, but there should be no segre- 
gation of cancer cases, though patients beyond active 


treatment and who cannot be cared for at home should 


be kept in special wards. Local hospitals should all be 
prepared to deal with emergency cases and arrange for 
regular attendance of consulting staff. 

Whatever the fate of the hospitals of Surrey in a scheme 
embracing a larger region, the careful work put into these 
proposals will be of value, perhaps beyond the county as 
well as within it. 


THE INSECTICIDE GAMMEXANE 


The publicity given to D.D.T. somewhat overshadowed 
the subsequent British discovery of another synthetic 
insecticide of perhaps equal potentialities —“ gam- 
mexane,’ an account of which was given by Slade 
last year.’ Early in 1942 the biological field workers 
of Imperial Chemical Industries were looking for new 
chemicals to control the turnip flea-beetle. They found 
that certain samples of benzene hexachloride (or, more 
properly, hexachlor-cyclohexane) were very effective. The 
material was called “666” from the chemical formula 
C,H,Cl,, and this name was used in early reports and 
commercial preparations. The compound _hexachlor- 
cyclohexane exists in a number of isomers differing in 
the spatial configuration of the atoms in the molecule. 
When these had been isolated and tested separately, it 
was found that practically all the insecticidal action of 
the material was due to the gamma isomer. Hence the 
name gammexane. 

Pure gammexane is a white crystalline substance melt- 
ing at 112°C. It has a low vapour pressure (0.14 mm. Hg 
at 40° C.), but this is appreciable and means that thin films 


1 Slade, R., Chem. Ind., 1945, 40, 314. 


are less permanent than D.D.T., which is practically non- 
volatile. Gammexane is virtually insoluble in water but 
dissolves to different degrees in various organic liquids. 
Like D.D.T. it is chemically stable under most normal 
conditions. Gammexane is toxic to insects when eaten or 
merely by contact with the insect’s cuticle ; the vapour is 
also toxic. The insecticidal action is exceedingly high, 
since according to the data available the lethal dose to 
various insects is lower than that of D.D.T.—e.g., one- 
twentieth the dose to lice,* one-fifteenth the dose to grain 
weevils, one-tenth the dose to bed bugs,” one-ninth or one- 
third to houseflies,‘ > and one-half to the mosquito Aédes 
aegypti.» Gammexane has also been shown to be highly 
toxic to ticks of sheep’ and cattle.* 

Cameron® and Taylor! have investigated the toxicity of 
gammexane to mammals. Like D.D.T., gammexane is 
much less toxic as a dry powder or as an aqueous suspen- 
sion than when in solution. The pure compound is more 
acutely toxic than D.D.T., since the lethal doses to various 
animals are one-half to one-fifth the corresponding doses 
of D.D.T. The chronic toxicity of repeated doses, how- 
ever, is about the same or possibly rather less than that 
of D.D.T. The characteristic warning signs of intoxica- 
tion by D.D.T. are unfortunately absent with gammexane. 
In chronic intoxication, however, there are lethargy, 
anorexia, and loss of weight. Prof. Cameron concludes 
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that gammexane “ is of relatively low toxicity when applied © 


to the skin or administered orally in single doses. Fairly 
large doses given repeatedly may be tolerated.” It seems 
to be clear that the substance is safe to use in ordinary 
insecticidal preparations. 

At present only one preparation of gammexane is com- 
mercially available. This is the powder known as 666 Dust 
Grade DO34, which contains about 0.6% gammexane, 
together with other isomers and some impurities, diluted 
with kaolin. The powder in bulk has an appreciable musty 
smell which becomes rather pungent and irritating when 
it is blown into the air. This dust has been used with 
success against insects (houseflies, crickets) breeding in 
refuse dumps, which are often a serious nuisance to 
neighbouring residents. Gammexane is very toxic to 
lice, fleas, bed bugs, cockroaches, and other medical and 
domestic insect pests. The characteristic odour already 
referred to, however, is regarded as objectionable by many 
people, and this limits the use of the Grade DO34 prepara- 
tion. It is understood that investigations are proceeding 
to develop other formulations which are without this 
disadvantage. 


The Albert Gold Medal of the Royal Society of Arts, 
which was struck in memory of the Prince Consort in 1864, 
has been conferred by the Society this year on Sir Alexander 
Fleming and Sir Howard Florey, as a joint award, for their 
services in the discovery and development of penicillin. 


2 Barnes, S., Bull. ent. Res., 1945, 36, 273. 

3 Busvine, J. R., Ann. appl. Biol. (in press). 

4 Gersdorff, W. A., and McGovran, Soap, 1945, 21, (11) 117. 
5 David, W. A. L., Bu ent. Res. (in press). 

6 Cameron, G. R., Brit. med. Bull., 1945, 3, 233. 

7 Taylor, E. L., Nature, 1945, 155, 393. 

8 Ault, C. N., ibid., 1946, 157, 699. 


The National Association for the Prevention of Tuberculosis 
proposes to hold in London, in midsummer, 1947, a confer- 
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ence dealing with tuberculosis in all its aspects. This con- | 


ference will probably last three days, and invitations will be 


sent to representatives from the British Commonwealth and — 


Empire. Visitors are expected also from the United States and 


from some European countries, and this direct exchange of | 
ideas should promote a closer contact between various © 


countries and the local health authorities responsible for 
tuberculosis in Britain. 
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THE SCIENTIFIC METHOD IN CLINICAL 
MEDICINE 
BY 


W. D. CRUIKSHANK, M.D., F.R.C.S.Ed., F.A.C.S. 
Recently Professor of Surgery, Royal College of Medicine, Baghdad 


- The writer of this article, immediately upon graduation, was 
_ sent to an isolated tent hospital in the Rocky Mountains. This 


hospital had no laboratory beyond what he made for himseif. 
In his inexperience he found the clinical responsibility very 


_ heavy, but it never occurred to him that he had isolated him- 


self from the scientific practice of medicine. 


Among many 


_ cases studied in that lonely hospital the treatment of one stands 
' out as the most satisfying scientific success of what has since 
_ been a long professionai life. 


This writer, therefore, has been surprised frequently to hear 


. physicians posted to outlying stations complain that in these 


_ Stations they could not practise scientific medicine. 


He has 


_ investigated many such complaints, and in each case he believes 


that he has discerned a failure to understand the essence of 
the scientific method in clinical medicine. He has found that, 


_ in the minds of many, scientific medicine is confused with the 


ancillary sciences. He finds many physicians unaware that 
clinical medicine possesses its own scientific method and that 
this scientific method may be successfully practised indepen- 
dently of the ancillary sciences. 

In a teaching school the ancillary sciences—chemistry, 
bacteriology, radiology, etc.—are particularly important. They 
provide the student with objective confirmation of the truths 
arrived at by purely clinical science. This should not make 
the student dependent upon them. Rather should it make him 
increasingly independent of them. When the student finds his 


_ own rational and objective findings constantly confirmed by 
_ the ancillary sciences he should then become more confident 


in his own science and less dependent upon the science of 
others. In a school training physicians, the chief function of 
the ancillary sciences should be to train the clinical scientists 
in their medical practice to be largely independent of the 


ancillary sciences. 


Technique of Clinical Science 

To all the sciences one method of procedure is common. 
This method is: (1) the collection of facts; (2) the selection of 
those facts that are significant; (3) the orderly arrangement 
of these facts in time sequence ; (4) the contemplation of these 
facts until causal relationship becomes apparent; (5) the 
checking or control of the newly discovered causal relation- 
ship until its truth is established beyond question. 

True clinical science follows exactly this technique. Each 
patient becomes the subject of an original research to discover 
previously unknown truth. In the interest of the patient it is 
essential that this truth (the diagnosis) should be established 
scientifically beyond the possibility of doubt. In clinical 
medicine this is accomplished by the scientific method. 

(1) The Collection of Facts—The means by which genuine 
facts relative to a patient’s complaint are acquired is an art in 
itself. The art requires gentleness, diplomacy, a sympathetic 
bearing, and often great patience. To cross-check and verify 
the truthfulness of the facts obtained one needs to know 
something of what the lawyers call the theory of evidence. It 
is seldom that the patient is a scientist, but the true physician 
must always be a scientist searching for truth. The respon- 
sibility for the truthfulness of the facts accepted rests not 
with the emotional patient but with the objective scientist. To 
call a patient a liar is generally an error of art, but to mistake 
fiction for fact is a scientific error. The accumulation of the 
facts requires tact, experience, judgment, and profound know- 
ledge of human nature. This art can no more be learned from 
a book or a lecture than can that of playing the violin. Only 
by serious and persistent practice can the art be perfected. 

(2) The Selection of Significant Facts—This also is an art 
that improves with experience. The beginner wisely includes 
all facts that might possibly have some significance. As 


experience increases the physician becomes more expert at 
recognizing what is significant. The facts seized upon, although 
fewer in number, are more significant. 


‘was demonstrated by Hippocrates. 


(3) The Arrangement in Time Sequence—The facts as 
acquired are seldom in correct time sequence. They are usually 
procured in reverse time sequence. To demonstrate cause and 
effect they must be arranged in normal time sequence. This 
implies record with exact dates. Great scientific discoveries 
have depended entirely upon the fact that exact records had 
been kept with dates. 

(4) Contemplation for Causal Relationship-—One must 
study the facts now recorded in orderly time sequence. This 
is the essence of the scientific method. After a long life of 
clinical experience I am more and more impressed by the 
causal relationship that becomes apparent when clinical facts 
are carefully recorded in correct time sequence. When Darwin 
published his Origin of Species—probably the greatest scientific 
contribution of the nineteenth century—he stated that he 
believed he had truly followed the scientific method, because 
he had contemplated his facts for eighteen years before pre- 
suming to publish his hypothesis. The practical physician 
must contemplate more rapidly; but it has always been 
significant to me that the best physicians whom I have known 
seldom committed themselves to diagnosis on the first day. 
Colleagues criticized them for their slowness, but patients 
flocked to them because they were so frequently right. 

In clinical cases it is seldom that such contemplation does 
not reveal causal relationship. We have now made a clinical 
history, and almost inevitably this will suggest causal rela- 
tionship. In scientific language, the latter is a hypothesis. 
Clinically we call it a working diagnosis. 

(5) The Proving of the Hypothesis—tThe first and by far 
the best method of check or control is a thorough physical 
examination. The physician, to be scientific, must train him- 
self until he is familiar with the normal findings of health. 
Independently of the working hypothesis, and as objectively as 
possible, the patient is thoroughly examined from head to foot 
to find what variations there are from the familiar normal. 
Such examination, of course, is worthless unless the physician 
be familiar by practice with the normal. Here again we have 
an art that cannot be learned from a book. Like all the arts it 
can be perfected only by persistent and patient practice. 

Certain variations will almost always be discovered—varia- 
tions that indicate certain pathology. If this pathology con- 
form to the original hypothesis (it will do so nineteen times 
out of twenty) then the working diagnosis has been reasonably 
well established. Our original hypothesis by an entirely inde- 
pendent and objective method of approach has been controlled 
scientifically and established as truth. By purely scientific 
method a hitherto unknown truth, the diagnosis, has been dis- 
covered and confirmed. 

Further Control of the Reasonably Confirmed Hypothesis.— 
Our scientific physician will then wish even more accurately 
to prove the truth of his diagnosis. As a practising physician 
he will do this by what is known in clinical science as the 
therapeutic test. For instance, if the confirmed hypothesis be 
“ pleurisy with effusion” an aspiration will almost certainly 
demonstrate the absolute truthfulness of the original hypo- 
thesis. - At the same time such procedure brings relief to the 
patient and thereby establishes the clinical scientist as also a 
beneficent physician. 


Relation of the Laboratory to Clinical Medicine 


We have now described clinical medicine as it has been 
practised by scientific physicians ever since the scientific method 
This or a similar scientific 
method is practised by our best physicians everywhere. It is 
this method that distinguishes them from the quacks and 
impostors. When we subscribe to the Hippocratic Oath we 
bind ourselves to the Hippocratic tradition. Only those who 
follow in this scientific tradition are worthy disciples of 
Hippocrates. 

What, then; of our scientific laboratories? We indicated 
above their essential place in a teaching school. The disciple 
of Hippocrates is always at school. The art is so long and 
time so short and judgment so difficult that the Reaper inevit- 
ably overtakes the Disciple before the discipline has been per- 
fected. The discipline is infinite and always stretches out in 
advance of the disciple. The scientific laboratories are places 
where specialized scientists are willing to assist the clinical 
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SCIENTIFIC METHOD IN CLINICAL MEDICINE cues 


MEDICAL JOURNAL 


scientist to discover additional and possibly very significant 
facts that may elaborate or perfect a picture of disease already 
built up by the clinical scientist. The clinical scientific method 
readily elucidates hundreds of significant facts. Among these 
cause and effect is usually evident ; diagnosis becomes obvious 
and in the great majority of cases is ultimately thoroughly 
established by the therapeutic test. In an occasional case 
some causal relationship may be obscure or an effect may seem 
to be disproportionate to its apparent cause. In this occasional 
and so-called “ difficult case” the specialized laboratory may 
be of inestimable value in supplying an additional and very 
significant fact not elicited clinically. This is. the true func- 
tion of the laboratory in clinical medicine. 

It is not the function of the laboratory to make a diagnosis. 
The laboratory findings are liable to human error just like 
the patient’s statements, and must be subjected to rigid control. 
Even when entirely correct the laboratory finding may be of 
no significance in relation to the patient’s complaint. I have 
occasionally seen a non-significant fact, quite correctly dis- 
covered by a laboratory, acted upon disastrously. The making 
of a diagnosis and the control of clinical treatment are func- 
tions and responsibilities of the physician. Overwhelming 
disaster has marked the assumption of these responsibilities 
by the non-clinical scientist. 

Furthermore, the overworking of our. purely scientific 
laboratories through entirely unnecessary routine and innumer- 
able requests for diagnoses such as every physician should 
make for himself is deplorable also because the laboratory’s 
true function is embarrassed and the physician's clinical 
and scientific ability remains embryonic. We see so-called 
physicians abandoning entirely those arts that constitute the 
veritable basis of scientific medicine. They deliver themselves 
and their patient entirely into the hands of non-clinical 
scientists. They degrade themselves into becoming mere 
agents for the laboratories. The only ability they cultivate is 
that of reading laboratory reports. Since they have all learned 
to read, the discipline for them has become easy. 

A shrewd observer points out the irony of a situation so 
organized that only two men ever examine the sick patient— 
the radiologist in the dark and the pathologist after the patient 
is dead. The result is inevitably disastrous to “the Art 
respected by all men in all times.” 

Such circumstances I believe to be the essential cause of that 
deterioration in clinical ability which is now so generally 
deplored. Laboratory science cannot be made a substitute for 
clinical science. Such substitution again leads the profession 
into the wilderness of disorder and superstition. 

We arrive at the paradox that science (so called) becomes the 
latest superstition to replace and destroy scientific medicine. 


RESEARCH INTO THE COMMON COLD 


“A Common Cold Research Unit” is being established by the 
Medical Research Council and Ministry of Health, and will 
start work in July at the Harvard Hospital, near Salisbury, 
which was built and equipped in 1941, and given to the Ministry 
of Health by Harvard University and the American Red Cross 
as a place for research into communicable diseases. 


Laboratory Studies and Human Tests 


A statement issued by the Ministry and the M.R.C. says that the 
problem of the common cold is a particularly complex one, made 
more difficult because, apart from chimpanzees, which are unsatis- 
factory, for experimental purposes, it has not yet proved possible to 
study it in animals. Progress towards the discovery of effective means 
of preventing a number of other diseases has not been made until 
some way of observing the disease in animals became available. For 
example, an effective vaccine against yellow fever became possible 
only when rhesus monkeys, and later mice, were found to be suscep- 
uible to the virus. Similarly, not until it was discovered that ferrets 
were susceptible to influenza virus was any progress made with the 
study of influenza. Therefore the first objective of the present investi- 
gations into the common cold is to find a susceptible animal or, 
better still, some other laboratory technique which will permit a 
scientific approach to the problem. 

As a check on their laboratory studies, workers at the National 
Institute for Medical Research will, at least for the time being, 
require to test on human volunteers the cold-producing activities 
of materials they are studying. These tests will be carried out at the 


Harvard Hospital. The volunteers will for the time being be drawn 
from men and women students at the universities.. First they will 
be isolated until it is certain that they are free from infection. 
Then, after a few days’ quarantine, their noses will be sprayed 


with material to see whether or not it contains a virus. While these — 


observations are being made—for a period of 10 to 14 days in all—- 
the volunteers will be out of contact with the outside world and 


each other except that, to obviate boredom, they will normally live — 
together in pairs. Isolation will not involve-complete loss of free- — 
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dom, for the volunteers will be allowed to move about the country- © 
side around the hospital provided they avoid all human contacts; — 


and they will live in restful holiday conditions. Volunteers are © 
now being recruited from among university students. If more are — 
_ needed later, an appeal will be made through suitable organizations. 


Careful selection is necessary, because special qualities are needed 
and an exact discipline must be maintained. The Medical Research 


Council is therefore choosing its own recruits, and applications from — 


the general public cannot be entertained. 


TUBERCULOSIS CARE IN NORTHERN IRELAND 


It was plain from what was said at the inaugural meeting of the 
newly formed Northern Ireland Tuberculosis Authority (already 
christened ‘‘ Nita ’’), which has been set up under the Public Health 
(Tuberculosis) Act,’ that there is to be no restriction upon its field 
of activity. Indeed, as the Minister of Health (Mr. Wiiliam Grant) 
pointed out, the authority’s “terms of reference ’’ were to tackle 
tuberculosis by all recognized methods, from prevention, including 
education, to treatment in its widest sense—care, maintenance, after- 
care, and rehabilitation. Its first duty was, of course, treatment of 
those suffering from tuberculosis and the provision of sanatorium 
beds. He hoped soon to see proposals for a drive to secure examina- 
tion of all contacts of tuberculous persons, since this offered such 
an excellent opportunity for controlling the disease. The Govern- 
ment, he recalled, was going to meet all capital expenses, the full 


cost of treatment allowances, and 50% of the ordinary maintenance © 


expenses. 


At the meeting, which was held at the Parliament Buildings, Stor- } 


mont, Councillor Percival Brown (Belfast) and Alderman Hall 
Christie (Coleraine) were appointed chairman and vice-chairman 


respectively of the authority. As a prelude to the meeting the © 
Minister of Health entertained members and other guests to lunch. 


Proposing the toast of the new authority, Mr. Grant warmly 
acknowledged the co-operation he had received from local authorities 
(he mentioned particularly the Belfast Corporation) in getting the 
Act on the Statute Book, and the public spirit they had shown in 
meeting him “ magnificently... The burden of tuberculosis care 
would now fall on those who had so willingly agreed to serve on 
“ Nita.””. Tuberculosis was a serious problem in Northern Ireland ; 
there was much to be done, but he and the Government had 
the fullest confidence in them and the work they were going to do. 
The Prime Minister (Sir Basil Brooke), who also attended the 
luncheon, said that this Act was not the only health measure the 
Government had in mind, but any health services proposed would 
be at least as good as those offered in Great Britain. 


TUBERCULOSIS IN INDIA 


Lady Wavell in an address to the Tuberculosis Association of India 
on March 27 said that the time had now come when public opinion 
would demand much greater activity on the part of the State. 
Referring to the Bhore Committee’s report Lady Wavell said that 
consequent on the increasing strength of public opinion in matters 
of the health, and specially on the publication of the report, it was 
to be anticipated that various Governments and Administrations of 
India would assume responsibility for the prevention of tuberculosis 
and treatment and rehabilitation of sufferers from that disease. 
* Notwithstanding this,”” Her Excellency added, ‘‘ the care and after- 
care of the sufferer, the education of the public, the research and 
the co-ordination and direction of the education of workers will, for 
many years to come, make great claims on the association.” 

The annual report, presented by Major-Gen. R. Hay, chairman 
of the association, recorded all-round progress during 1945. Four 
more associations were affiliated to the centre, bringing the total to 
34. A feature of the report is the training of tuberculosis workers. 
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Refresher courses have been organized in different parts of the © 


country. During the year 32 doctors received postgraduate instruc- 
tion and four health visitors qualified, while 12 are undergoing 
training. Arrangements exist for admitting doctors for practical 
training in the Lady Linlithgow Sanatorium, Kasauli, and the New 
Delhi Tuberculosis Clinic. The affiliated associations have also been 
doing useful work. There are 124 tuberculosis clinics and 70 
hospitals and sanatoria with 4,384 beds in India. The report, how- 


1 Journal, April 6, p. 529. 
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e drawn ever, points out that this number “ is grossly inadequate for a country 
they will like India, where the average number of deaths from tuberculosis is 
nfection. in the neighbourhood of 500,000 and the number of open cases is 
prayed “about 2,500,000.” 
ile these = The association took the important step of appointing on it 
in all— corresponding members from other countries with a view to securing 
a _ the benefit of contact with the best work and workers abroad. 
ally live 
of free- 
country- 
ontacts Reports of Societies 
eers are 
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izations. 
- needed PENICILLIN IN SUBACUTE BACTERIAL 
Research ENDOCARDITIS 
ns from At a meeting of the Liverpool Medical Institution on April 25, 
with the president, Dr. G. F. RAwpDOoN Smitu, in the chair, 
Dr. G. SANDERSON and Dr. M. G. McENTEGART read a paper on 
the treatment of subacute bacterial endocarditis with penicillin. 
<D Dr. Sanderson described the clinical findings in 20 cases 
treated in Liverpool for the Penicillin Clinical Trials Committee 
= a of the Medical Research Council (see Journal, March 16, p. 381). 
— Of this group 8 had died, and 12 had survived for periods 
its field ‘@nging from a few weeks to over a year. Of the 8 female 
Grant) cases 5 had died, and of 12 males 3 had died. Cases of con- 
) tackle genital heart disease (3) had all done well. These findings were 
icluding of doubtful significance. There seemed to be no clinical indi- 
e, after- cation before starting treatment as to its probable outcome. 
ment of Penicillin was given in the earlier cases by continuous intra- 
atorlum “muscular drip, subsequently by three-hourly intramuscular 
cae injection into the thigh. Patients preferred the latter technique, 
Govern. Which was well tolerated if fine sharp needles were used. 
the full _!here had been major embolic accidents in seven cases ; 
tenance cerebral embolism had been most frequent, including two cases 
of subarachnoid haemorrhage, but splenic, renal, femoral, and 
s, Stor- popliteai embolism had also been encountered. One patient, 
in Hall who had had a subarachnoid haemorrhage during treatment, 
iairman — had residual diplopia and difficulty in walking. A second patient 
developed recurrent massive haematuria during convalescence, 
Bora _and this eventually necessitated nephrectomy for left renal 
horiti aneurysm. These two cases illustrated “recovery with 
ing the Sequelae.” Such vascular complications would be encountered 
own in from time to time in successfully treated cases, and both 
is care physicians and surgeons would need to be aware of this new 
erve on syndrome. In the second case mentioned timely surgical inter- 
reland; vention was a life-saving and health-restoring procedure. The 
a = 8 fatal cases were summarized as follows: 
do. 
ure the, 
would Age ae Time of Death Remarks Result 
Days) 
3 | 42 | 0-5 x 10 | 7 days after com- | Death from cerebral em- 
pleting treat- bolism and uraemia. 
ment Post-mortem cultures : 
pyocyaneus but no 
ndia show healing 
; wea 7 18 |0-25 x 25} 5 months later | No relapse during tWo 
P months under ob- 
— State. servation. Death from 
id that ruptured aortic cusp 
matters 9 | 22 | 0-2 x 7 | 7th day of treat- | Moribund on admission 
° ment 
It was 10 | 30 | 0-2 x 25 | 2}monthslater: | Blood positive at end of | Failure of 
ions of — (interval 9th day of re- course. Refused to | 0:2 x 25 
rculosis 65 days) treatment stay in hospital. Re- 
‘Sx 9 admitted gravely ill 
disease. 11 25 | 0:25 x 28| 7 weeks after | Blood positive imme- | Failure of 
d after- (interval 2nd course diately after both | 0-25 x 28 
ch and 12 days) courses and 
; 0:5 x 28 0:5 x 28 
vill, for 13 | 62 | 0-25 x 5 months later | No relapse of infection. | C.C.F. 
conges- 
tive failure 
airman | 14 | 30 | 0-25 x 28| 6 weeks later | Congestive failure. Ne-| C.C.F. 
Four \ cropsy showed no 
‘otal to active endocarditis 
orkers 17 | 34 |0-26 x 26| 26th day of | Necropsy refused 
of the treatment 
ergoing These cases indicated that most failures were not failures of 
emg om ' penicillin, and suggested that even when optimum schemes of 
0 _ dosage had been worked out a considerable mortality must still 
ind 70 ' be anticipated, probably of the order of 25%. The two deaths 
, how- _ from congestive cardiac failure (C.C.F.) were important, as most 


. _ published series had included deaths from this cause. In dis- 


_ cussing dosage Dr. Sanderson quoted Christie’s figures as show- 


ing the value of a large-scale investigation. Of the Liverpool 
cases treated with 0.5 million units daily for 10 days, three 
out of five had recovered, but no other centre had any success 
with this regime. The present tendency of dosage was upwards 
both in quantity and in time. 


Laboratory Control 


Dr. McENTEGaRT described the laboratory control of the in- 
vestigation in relation to blood cultures, penicillin sensitivity 
of the organisms isolated, and serum and urine penicillin levels 
during treatment. Attention was drawn to the apparent lack 
of correlation between the coefficient of resistance (within the 
limits shown by the organisms isolated from Liverpool cases) 
of the infecting organism and the ultimate outcome, and cases 
were quoted in support of this conclusion. Observations on 
serum penicillin levels suggested that the onset of renal failure 
was accompanied by some degree of penicillin retention. 

In the discussion the PRESIDENT commented on the greater 
success in the earlier cases to be treated than in the later ones. 
He wondered if penicillin might be at any rate partially respon- 
sible for the emboli so often observed. He was surprised that 
extensive dental extractions were considered an aetiological fac- 
tor in infective endocarditis, as it was unknown at the Liverpool 
Dental Hospital, where major dental operations were frequent. 

Dr. H. Fup said that one of ithe patients demonstrated at 
the meeting was seen by him before admission to the Royal 
Infirmary. He gave a history of tooth extraction for apical 
abscess three weeks before the onset of his symptoms. In a 
recent American review of 347 cases of subacute bacterial endo- 
carditis the incidence of tooth extraction was 10%. Dental 
sepsis appeared to be the most important primary focus of 
infection. Most edentulous patients who developed bacterial 
endocarditis were infected with organisms other than Str. 
viridans (enterococcus, staphylococcus, and gonococcus). He 
felt that in future “ oral clearance,” particularly in patients with 
congenital heart disease or a history of rheumatic fever, should 
be considered an operation requiring pre- and post-operative 
penicillin therapy. Total clearance at one sitting in the dentist’s 
chair should be a thing of the past. 

Dr. R. M. Evans recalled two cases of apparent cure in 
which the sudden onset of congestive cardiac failure several 
weeks after the penicillin treatment was found at necropsy to 
be due to a ruptured aortic cusp. In both cases vegetations were 
absent, and the bacterial infection apparently abolished, leaving 
the cusps damaged by scarring. 


TREATMENT OF CANCER OF THE CERVIX 


The April meeting of the North of England Obstetric and 
Gynaecological Society, held at Leeds, was devoted to a dis- 
cussion on the treatment of cancer of the cervix uteri. 

Mr. D. W. Currig, of Leeds, described a series of 41 cases 
on which he had performed a Wertheim’s hysterectomy, col- 
lected between the years 1935 and 1946, with no primary mor- 
tality. Of these, 8 had died of the disease, and 6 out of the 11 
operated upon five years or more ago were still alive. He was 
of the opinion that the operation was the treatment of choice 
in the early type of case, and that the operation should be pre- 
ceded by treatment with radium to clear up sepsis and to mini- 
mize the risk of implantation of cancer cells in the vault of 
the vagina. 

Dr. M. C. Top, of Manchester, and Dr. G. W. BLOMFIELD, of 
Sheffield, described their technique for the treatment of this 
growth with radium. Dr. Blomfield stressed the importance of 
obtaining a reliable opinion on whether the type of celi in 
any biopsy was such as to be likely to react favourably to 
irradiation. He was of the opinion that there should be the 
closest co-operation between the gynaecologist, the radiothera- 
pist, and the pathologist before coming to a decision as to which 
was the best form of treatment in any given case. Mr. Currie 
deplored the fact that many cases were sent direct to the radium 
expert for treatment with radium without letting the gynae- 
cologist have the chance of giving his views on whether surgery 
should be employed or not. 

Many members discussed the problem, and Mr. Currie was 
congratulated on proving that the risk of a Wertheim’s hyster- 
ectomy was no greater than that of an ordinary hysterectomy, 
when it was performed by an expert surgeon. 
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Correspondence 


The Health Service Bill 


Sir,—Now that the Special Panel Conference and the Special 
Representative Meeting are over a few afterthoughts may not 
be out of place. What impressed me more than anything else 
was the extraordinary atmosphere of unity and solidarity notice- 
able at both meetings, and, as a consequence, the smoothness 
and rapidity with which the business on the agenda was dis- 
patched. I have attended many conferences, but at none have 
I felt such a heartening measure of agreement about funda- 
mentals and such a sober determination to fight for our freedom 
if need be. 

In the debate in the House of Commons on the Second 
Reading of the National Health Service Bill three things were 
especially notable: (1) Mr. Aneurin Bevan’s conciliatory tone, 
(2) Mr. Law’s utterly deplorable performance, and (3) Mr. 
Greenwood’s skill in letting cats out of bags! It is obvious 
that we can expect only short shrift and a long drop at the 
hands of the Labour Government. The report of the Spens 
Committee is one that we can receive with modified satisfaction, 
and would form a very useful basis for negotiation—if only 
negotiation were the fashion. 

During the Panel Conference I had occasion to express the 
opinion that it was time for the B.M.A. to frame the clear 
outline of a scheme of medical service, alternative to that pro- 
posed in the Bill, for early presentation to the public. Since 
my return from London my opinion has been strengthened, for, 
at a well-attended public meeting in this town, addressed by 
Dr. J. A. Brown, on May 8, we were asked what was to become 
of patients paying their weekly contribution if the doctors re- 
fused to work Bevan’s scheme, and if we had any alternative 
plan. A more or less evasive answer had to be given, and it 
was indicated that an unpublished emergency plan was in being. 
But if, as seems’ likely, we have to refuse service under Bevan’s 
Bill, surely we ought to have some idea of what course we then 
propose to take. 

If the Government is honest in its attitude its chief concern 
in this business is that nobody in this country shall ever go 
short of the best medical attention because of lack of money, 
and that ample hospital accommodation, diagnostic services, 
etc., shall be made available for everybody. All this can be 
attained without regimentation of either doctor or patient. It 
is not beyond the wit of man to devise a perfectly satisfactory 
scheme in which the doctor’s contract shall be with the patient 
and the patient shall be free so consult whatever doctor he or 
she desires, and the Government need only intervene in order 
to pay for the service after it has been rendered. This could 
be managed either by a refund system such as obtains in New 
Zealand, or, if preferred, by a capitation fee system. If the 
Government, in the person of Mr. Bevan, objects, it at once 
shows the cloven hoof, and betrays the fact that its primary 
object is control and subordination of the individual to the 
State—a threat that we should fight by every means in our 
power, for we should be fighting not for ourselves alone but 
for the freedom of all British men and women. 

It is obvious even from our experience in this town that we 
enjoy an increasing amount of public support, and after the 
Special Panel Conference and the Special Representative Meet- 
ing the Council can have no fear that we shall not be solidly 
behind them if they have to lead us into battle—I am, etc., 


Wolverhampton. A. Victor RUSSELL. 
Sir,—By all the signs and portents the N.H.S. Bill will soon 
be on the Statute Book. The Minister of Health is driving it 
through the committee stage with the avowed intention of 
placing it there with the least possible delay. In the concessions 
and conciliations there is an atmosphere of the “ indefinite,” 
which makes one conscious that the main objective is by a 
modicum of “ give and take” to create the least possible diver- 
sion to a prompt arrival at the fait accompli. The Bill is truly 
an Enabling Bill in that, after taking its place on the Statute 
Book with all the appropriate safeguards and amendments, it 
by no means covers the whole of the important details involved 


in the ultimate service. As the preamble states, it deals only 
with the main structure. Within that structure, as cannot be 
too often stressed, the Minister is able to make further provi- 
sions by statutory regulation, at present unspecified, on lines 
laid down in the Bill subject to the control of Parliament. The 
Minister, therefore, may adapt, add to and detract from, and 
generally amend the Bill as he in his wisdom may think fit 
and appropriate. 

When the measure is passed and the dust and din have 
cleared, the question of compensation will, in due course, 
arise. The total sum of compensation to be made available 
is specified as £66,000,000, and the apportionment is not dis- 
cussed but is subject to regulation. Normally compensation 
will not be paid on completion of the transaction of handing 
over the goodwill, but on retirement or death, and interest at 
23% per annum will be paid in the meantime. Presumably 
those doctors who refuse service and decide to engage in private 
practice will not be compensated on retirement or death and 
the goodwill of their practices will pass to the State. 

The so-called compensation payable by the Government to 
existing practitioners should, in my judgment, be interpreted 
in its practical and true sense—namely, that the Government 
has, in fact, purchased the goodwill of the doctors’ practices 
for an unspecified consideration and has, indeed, bought out the 


medical profession at its own price. Ownership of the good- | 


will of the practices will have ipso facto passed to the nation, 
and the service in future will be—as indeed it is described and 
intended to be—a National Health Service. The Minister, too, 
is possessed of power to make any further provisions he may 
think fit or necessary by subsequent Regulations. With the 
majority possessed by the present Government the set-up and 
“say” are largely in the Minister’s hands. Doctors have 


expressed objection to “direction,” but the Minister is bound — 


to have powers of “ direction ” if not actual dictation. Doctors 
have also expressed objection to “control,” but the Minister 
again is bound to have powers to control. Doctors seem to 
think that a capitation fee will prove the ultimate saving grace, 
but the whole structure points to a basic salary, with or without 
a capitation fee, when conditions of service render it appro- 
priate. Doctors may seek to evade the issue, but all practical 
considerations point to the fact that, as members of the National 
Health Service, they actually become full-time State servants, 
and whether they are remunerated by way of basic salary 
and/or capitation fee, or a combination of both, does not 
appear to me to make much material difference to the essential 
conditions regulating their terms of service. 


If that be the case I confess to being somewhat at a loss to © 


appreciate the full implication of Principle I, which states that 
“the medical profession is, in the public interest, opposed to 
any form of service which leads directly or indirectly to the 
profession as a whole becoming full-time salaried servants of 


the State or local authorities.” There may be some recondite | 


consideration for the public interest, but how it is affected by j called to 


doctors becoming full-time servants of the State or full-time 


salaried servants of the State is a difference which might be 


further expdunded in the interests of simple people like myself. 


May I suggest that salaried State servants are entitled to mani- 
fold benefits, not the least of which is a pension on reaching 


a certain age? Why doctors should seek to contract themselves | 


out of such acceptable benefits I confess to being somewhat at 


a loss to appreciate. Compared with most professions, and 


having regard to their responsibilities and the hazardous nature 


of their duties, doctors have hitherto been underpaid and over- | 
worked. They should insist on remuneration under the State 
being substantial and progressive, with provision for a recog- | 
nized pension on retirement. The public interest and the i 


National Health Service will be best served by a prosperous 
and satisfied medical profession. The old order passes. A 


JUNE 
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National Service is inevitable. Let doctors do everything in 


their power to help to make it a success.—I am, etc., 


Bournemouth. J. Ross MacManHon. 


Sir,—I am glad you published the letter of Dr. T. W. Roth- i 


London, 


Sir,— 


well (May 18, p. 773) for it is well to know what the other side Rin 


is thinking or mis-thinking. I am a little alarmed at the silent — 
acquiescence and tacit acceptance of audiences at medical and 


but it is 


lay gatherings. It would be healthier to hear more opposition. 
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June 1, 1946 
nly _—s«Dr. Rothwell has a simple mind if he thinks this Bill is “ the 
be will of the people.” Its aim may be, but not its methods, as 
vi- anyone with a sense of public feeling gained from daily con- 
nes tacts with the man in the street knows. An M.P. in the isolated 
The - precincts of Westminster is sensitive to commendation of his 
and »party’s policy, but dismisses letters of protest as inspired by 
fit active propaganda in the neighbourhood, and when he enters 
the division lobby expresses not “the will of the people ” but 
ave the will of his party. The present Parliament was freely elected, 
rse. , but influenced largely by the Forces vote, and based, to a large 
ble  eXtent, on misunderstanding of the true position at home, which 
jis- they are finding out on their return to this country. 
ion Progress is required and welcomed, but not if it’s to be after 
ing the manner of a tank. A tank does not reconstruct but leaves 
- at ruin in its track, and we don’t want that to be the fate of our 
bly "profession. As regards Dr. Rothwell’s last paragraph, if I 
‘ate am to be one of the victims of his and the Government's 
and Major surgery I should prefer some preliminary: investigation,’ 
accurate diagnosis, and possibly premedication to help me to 
to survive the operation. Safe surgery takes into account the 
ted ‘patients’ (in this case the doctors’) constitutions and idiosyn- 
ent Crasies, and if that is done during the present operation I should 
ces ‘have greater hope that the “convalescence” would be “ un- 
the _ interrupted.”—I am, etc., 
od- Tooting Graveney, S.W.17. E, GERARD HOUSDEN. 
ion, 
and. SIR,—In your issue of May 18 Dr. Rothwell is very emphatic 
oo, in telling us that we must not stand in the way of progress 
nay and not resist the will of the people. I would remind him that 
the Progress may be in two directions, and that very many of us 
and | regard this Bill rather as a rake’s progress. Moreover, it is 
ave not the will of the people, because, owing to the agreement 
and of the Party leaders on a plan for a universal health service, 
ors the people were given no opportunity of voting upon this 
ster * question at the election, and they have, therefore, not given 
to any mandate for such a service. 
ace. Recently I had petition forms printed asking the local M.P.s 
out © Press for amendments to the Bill. My practice is in two 
ro- & districts—one working-class and one residential. Without can- 
ical | Vassing I obtained over 600 signatures in the former, where 
eal pra of my patients are Socialists, and over 500 signatures in 
nts. & the latter. The working-class patients were almost solidly 
ary against the Bill. I have calculated that if every doctor in the 
not country had done the same it would have shown an over- 
tial whelming majority of the people against the Bill.—I am, etc., 
Sheffield. C. HAROLD WILSON. 
hat — Whole-time Medical Officers’ Views 
the. Sir,—This association, which is representative of medical 
of # _ officers employed in a whole-time capacity by the Middlesex 
dite County Council, adopted the following resolution at a meeting 
bya _ called to discuss the National Health Service Bill: 
ime “* Chis association welcomes the general principles outlined in the 
be National Health Service Bill. We consider, however, that there 
elf. 4 should be the following modifications made in the Bill if those 
nig principles are to be fully implemented : 
‘ing : (a) Machinery should be devised for ensuring a greater control 
iis cae national hospital service by elected representatives of the 
tat (b) The pay-bed system in hospitals should terminate altogether ; 
and patients should receive extra privacy, etc., soleiy on medical 
ure = grounds. There should be a hospital building policy that will 
ver- ensure a far higher proportion of singe-bedded wards than 
tate formerly. 
Og: (c) That in view of the influence of the university medical 
the i faculties in the future, these should be staffed chiefly by whole- 
ora | time members, as is the case in other university faculties.” 
A. am, etc., 
J. O. F. Davies, 
London, S.W.1. Association of Medical On Officers (Middlesex) 
Assistants and the Bill 
sth- & Sir,—In the Journal for May 18 there are several letters 
ide d concerned with the honesty of opposing the Health Service 
cal Bill. Doctors are not entirely blind to their vested interest, 
al but it is not difficult to credit opponents of the Bill with an 


honest conviction that much of it is bad. One must remember 
that people attracted to, and afterwards completely absorbed 
by, a certain way of life are extremely likely to believe that 
any radical change must be for the worse. Moreover, in rela- 
tion to themselves and even their patients they may be right. 
As instance of this it is probably true to say that both doctors 
and patients are more generally appreciative of the N.H.I. than 
they were at the time of the passage of the Act. The Principles 
laid down by the B.M.A. are not really the fundamental laws 
that have guided the profession in the past, but rather a recent 
attempt to codify the structure of the status quo for the benefit 
of those who desire to observe accurately and oppose promptly 
anything that constitutes a fundamental diversion from the 
structure of our present constitution. 

Now under the above heading Dr. R. McIntosh expresses 
some surprise that we have heard practically nothing about 
the status of the assistant in connexion with the present pro- 
posals. I take it that Mr. Bevan believes that there is no room 
for assistants when a doctor’s only interest is in his own work 
rather than that entity we call a practice. But why have the 
opponents of the Bill been comparatively silent about this 
omission, when in all probability they are as honestly opposed 
to- this change as to any other? The answer to that question 
is probably to be found by a consideration of the extremely 
anomalous position of the assisiant in relation to the aforesaid 
Principles. 

It is difficult to see how assistants could to any extent func- 
tion as apprentices as suggested in the Spens report. Seldom 
have they done so in the recent past. The alternative is their 
employment outside the limits of the principal’s practice. How- 
ever, the vast majority of assistants are employed (initially at 
any rate) to take over patients from a doctor who finds his 


practice growing too large for his personal capacity. Let us 
consider that position in relation to the Principles. (1) The 
patients concerned lose their free choice of doctor. Actually 


they do not usually mind this as much as we are asked to 
believe. In any case where a doctor really believed the patient 
was more than momentarily upset he would take over again 
from his assistant. (2) As an assistant the doctor is not free 
to choose his patients and must often submit to being directed 
as to whom he shall attend. (3) The assistant is usually forced 
to sign a bond by virtue of which he can be directed without 
reason to leave the district, even if he has become so popular 
that large numbers of patients are thereby deprived of their 
free choice of doctor. Indeed the popularity of an assistant 
may be the reason for his direction out of the principal’s 
district. (4) The interposition of an assistant often amounts to 
a voluntary interruption by a principal of the doctor—patient 
relationship. (5) A doctor who employs an assistant is pre- 
pared to abandon the precept that remuneration shall be pro-- 
portionate to effort. The assistant receives a salary as a whole- 
time servant, possibly under most autocratic authority ; while 
the doctor who employs him is ready to gather up money that 
bears no relation to his own efforts. Yet, for all that, assistants 
seem to work quite well under such conditions. 

If we regard the B.M.A. Principles as an attempt to define 
the present position it is not surprising to find that to com- 
plete the picture we must also recognize certain features that 
cannot be fitted into any generalizations. But if one honestly 
believes in the sanctity of the status quo one finds oneself 
investing these Principles with a moral authority which makes 
consideration of past deviations an extremely embarrassing 
exercise. Some will take comfort by shifting their ground 
slightly, and holding that the Principles only exist in relation 
to activities where the State is a party concerned. But Dr. 
McIntosh will probably have to be content with very little 
discussion of the position of assistants. Yet may we not give 
him every assurance that under the Bill young doctors will 
find it easier to enter general practice than it has been in the 
past, and that the help of senior colleagues in surgery or health 
centre will not necessarily be withdrawn? Possibly some 
system of apprenticeship may yet be devised to accustom the 
young G.P. to his work. But we may wonder who would wel- 
come the position of his mentor unless the power existed to 
direct him to a non-competitive distance when the job was done. 
—I am, etc., 

J. SHACKLETON BAILEY. 


Eye, Suffolk. 


| | 
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Assistants and the Health Service 


Sir,—I have read the condensed White Paper on the pro- 
posed National Health Service and have also followed with 
interest and ever-increasing apprehension the numerous reports, 
letters, etc., appearing in your columns, but have so far failed to 
find any reference to the position of assistants. 

I am now aged 31, with 6} years’ war service to my credit, 
and was demobilized from the R.N.V.R. last December. Having 
no available capital and lacking any desire to invest borrowed 
money in a partnership with a State medical service “ round 
the corner,” I was forced to take an assistantship. What, I 
wonder, will be my position and that of the hundreds of other 
similarly placed ex-Service medical men now acting as assis- 
tants when the new service comes into force? Many of us, like 
myself, have no surgeries of our own. We live in furnished 
rooms and see patients in the consulting rooms of our principals. 
We have no patients of our own because, theoretically at any 
rate, all the patients we see are those of the practice. 

With regard to the proposed direction of doctors, positive or 
negative as it may be, I feel that I have had my fair share of 
“ draft chits” in the Navy, and on my demobilization looked 
forward to a free choice of locality in which to practise. This, 
it seems, was a vain hope.—lI am, etc., 


Falmouth. W. J. PatTTon. 


Medical Students and the Bill 


Sir,—We have been sent a questionary on the Health Bill 
by the British Medical Students Association and we favour the 
attention of both undergraduates and graduates in the wide 
issues involved. 


1. The bulk of it refers to points of method, technique, 
administration ; only one question touches on policy: “ Do you 
approve or disapprove in principle of the establishment of a 
comprehensive National Health Service ?” The quality of that 
service is not defined or queried; and it is the quality that 
matters to the patient, not the mere presence of a service. We 
are reminded of the “ control of the agenda technique ” of any 
policy of force. 

2. We doubt if responsibility can or ought to be given to 
students (or doctors) to answer some of the questions, as they 
concern future events and/or highly technical matters of 
administration. 

3. Some of the questions are not worded in intelligible 
language. “Benefits and contributions” are to be “ applied ” 
(? like the thumb-screw), and “ efficiency ” is freely used without 
definition so that its meaning can range from “ compulsory 
health” to “a bigger and better Civil Service.” 

_ 4, Only two questions out of a total of about 20 are answer- 
able if the policy of the Bill is not accepted. Further, there 
is NO opportunity for “ contracting out ” of answering a question, 
the choice being “ Yes,” “ No,” and “ Don’t know.” This does 
not give an opportunity te exercise the “ negative vote,” which is 
valid in this questionary as only one policy is presented. By 
such a vote we mean the purposeful refusal to answer a question. 

5. The executive of the B.M.S.A. points out that its finally 
expressed views must of necessity be the views of the majority 
answering this questionary, and such views are to be put forward 
to the Minister and the country as the views of the medical 
students of the country. Once more the fallacy of mob or 
majority rule prevails. That minority views are not represented 
with equal fairness we can only regard as one of the triumphs 
of totalitarian philosophy, and we have no compunction in de- 
nouncing this as alien, as the rule of force, as being of the 
creed of our recent enemy. If democracy means the rule of 
the majority and the suppression of the minorities, then cut out 
democracy. This is in absolute contradiction to the ethical 
concept of medicine—that the individual is of supreme impor- 
tance—the condition of acceptance being that he harms not his 
fellows (thus arises common law). 

In conclusion, we hoid that the concern of the individual 
doctor and student is one of policy, and that the administration 
of that policy, its method of application, is to be formulated 
after the policy is agreed to, and by the co-operation of those 
concerned with its administration. And we agree to this policy: 
“that full facilities of medical care be extended to the whole 
community under conditions of privacy, freedom of contract, 


and personal responsibility of doctor directly and solely to the 
patient, subject only to the common law and the ethical tradi- 
tion.” We therefore reject the Bill and any other proposed 
scheme where a central authority can interfere in the doctor— 
patient contract. We regard the Bill, by transferring responsi- 
bility to the State, as being a méasure that violates our principles 
of association, as being a measure conflicting with the British 
tradition and the fundamental nature of man. We reject it in 
its entirety, fully realizing it contains in administrative technique 
much good.—We are, etc., 

GEORGE H. BLarrR. 


J. Murray GILL, 
Edinburgh University, 


GEORGE LAVERTY. 
Cyrit E. WILLIAMS. 


The G.P. in Consultation 


Sirn,—May I be permitted to join issue with Dr. R. G. Blair 
on his statement (May 11, p. 733) that “the whole trend of 
modern medicine is to pass the complaints of each and every 
patient through a series of watertight compartments of me- 
chanical and laboratory investigation, while the diagnosis and 
treatment are postponed for the assessment of the findings.” 
Such indeed was the trend of medicine in this country a 
quarter of a century ago, and this trend now carries all be- 
fore it in the United States. But it was exactly the recog- 
nition of this trend and of its dangers which twenty years ago 
led in this country to the foundation of the Association of 
Clinical Pathologists. The precise aim and purpose of clinical 
pathology as developed by the association is to eliminate the 
watertight compartments and to bring all branches of laboratory 
diagnosis into close and efficient contact with clinical practice. 


etc. 
S. C. DyKE, 
Vice-President, Association of Clinical Pathologists. 


What is Clinical Pathology ? 


Sir.—Since the B.M.A. proposes to publish a new journal, 
one on clinical pathology, it is perhaps proper to ask what this 
subject really is. One commonly held view is that a clinical 
pathologist is the laboratory worker who does the morbid 
anatomy, the bacteriology, the chemistry, and the haematology 
for a hospital which is too small, too poor, or too stupid to 
employ an expert in each. This is a shameful misuse of two 
words that separately were of good caste, and that wedded 
might well be used to distinguish the pathologist (laboratory 
investigator of disease) working with human material from those 
whose interests are in animal pathology (veterinary and com- 
parative pathologists, and those working on experimental cancer 
or other diseases). The Goodenough report not only uses the 
term clinical pathologist, but seems to believe that there should 
be professors of clinical pathology, and yet the nearest it comes 
to giving a definition is to describe the ideal clinical pathologist 
as one who is an expert haematologist, a liaison officer between 
the clinician and the morbid anatomist, bacteriologist, and 
chemist, and capable of doing the simple diagnostic work that 
properly belongs to the subject of these three colleagues. Accept- 
ing this description for the moment, we may presume that 
there will be few if any publications in this proposed new 
journal on the liaison aspects of this man’s work, and it would 
therefore be accurate enough to call it “‘ The Journal of Haema- 
tology and the Simpler Clinical Laboratory Procedures.” The 
absurdity is obvious. Let us therefore reject these hazy ideas 
and agree that “ clinical pathologist ” means a laboratory worker 
attached to and performing diagnostic work for a hospital. It 
has not been stated yet whether the sponsors of the new venture 
mean to exclude any of the four specialties that comprise 
clinical pathology. If not, and if the morbid anatomist, the 
bacteriologist, the chemist, and the haematolegist are all to be 
accepted, then let us call it “ The Clinical Laboratory Journal.” 
At least let us be clear about the purpose to be served and the 
field to be covered by this new journal. There is not much 
room on the bookshelf.—l am, etc., 

Glasgow. 


Wolverhampton. 


ALAN C. LENDRUM. 


Resumption of Treatment at Spas 


Sir,—Recently a number of doctors have asked me for in- 
formation as to whether the spas of this country are still 
functioning as such, how patients should be referred to them, 
and the general procedure of getting them there. 
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In answer to the first question, all the spa hydrotherapy. 


modation is, in many cases, still somewhat limited, owing to 
the delay in “ de-requisitioning ” hotels. There are three hos- 
pitals to which cases may be referred—the Royal National 
Hospital for Rheumatic Diseases, Bath, the Royal Devonshire 
_ Hospital, Buxton, and the Royal Bath Hospital, Harrogate. In 
: pe hospitals there is a waiting list, but application for par- 
_ ticulars and entry forms should be made to the respective 
registrars. 
With regard to private patients, these should be referred 
_ with a letter from their private doctor, preferably to a specific 
_ doctor at the spa chosen, or, failing this, to the spa director, 
_who will forward on demand a list of doctors willing to 
_ supervise treatment. Accommodation consists of hotels, lodg- 
: ings, or nursing homes, and facilities available at each spa can 
_ be forwarded to the patient by the spa director or physician 
concerned if some information is sent to him of the dégree 
_ of incapacity of the patient, his means, and his preferences 
in the matter. The average stay for treatment is three weeks, 
_ but in some cases, of course, several months will be required 
_ if orthopaedic procedures need to be instituted. On this basis 


| and physiotherapy establishments are now open, but accom- 


’ there are usually inclusive charges in addition to individual- 


_ charges, arranged for a course of some eighteen treatments of 
_ whatever type the physician may order at the cost of a little 
under £6.—i am, ete., 


Bath. G. D. KERSLEY. 


The Catheter and the Prostate 


_ Sir,—I am sure that every prostatectomist will agree that 
_ congratulations are due to Mr. Wilson Hey (May 18, p. 757) 
on his low mortality rate for such a large series of prostatec- 
_ tomy cases. His figures proclaim the extent to which he has 
_ triumphed over the twin enemies—haemorrhage and sepsis. It 
is proper, I feel, to regard the mortality rate as the primary 
concern in the results of prostatectomy. I personally am in 
_ hearty agreement with the writer on the general principie of 
_ the evils of the catheter in prostatic cases. I suppose that every 
- surgeon who is largely concerned with prostatectomy is con- 
- stantly exercised to improve his results, so that I am sure I 
- cannot claim to be exceptional if I confess to having spent my 
' surgical life in such an endeavour. My most recent efforts 
_ involving modifications of technique towards this end are repre- 
sented by a modest total of 95 cases of suprapubic prostatec- 
tomy for simple enlargement, comprising 40 one-stage and 
55 two-stage cases, with a total mortality of 1 (1.05%). The 
~ death was in one of the two-stage cases. Over the same period 
I performed suprapubic cystostomy on 18 other cases of simple 
enlargement, with the ultimate hope of prostatectomy for some 
of them. There were two deaths amongst these. Thus there 
was a total mortality of 2.6% in 113 cases of simple enlarge- 
ment of the prostate submitted to open operation. 
_ Briefly, the points I pay special attention to are: 
(1) Avoidance of urethral instrumentation as much as pos- 
sible ; (2) decompression by the suprapubic route; (3) wide 
indications for two-stage prostatectomy ; (4) open operation 
_in all cases ; (5) careful toilet of prostatic cavity, which is then 
packed with Paul’s tubing. 

My experiences prevent me from gndorsing Mr. Hey’s views 
on the dangers of suprapubic draindde I am still unaware of 
_any evidence that the urine during the convalescence following 
any method of prostatectomy can be kept free of pus or 
organisms. I feel that while the benefits of a preliminary 
cystostomy are sufficiently well known not to need elaborating, 
the evil consequences from the introduction of fresh organisms 
through the suprapubic approach are much less than those 
which result from urethral instrumentation. Pre-operative 
indwelling catheter drainage, although it may result in a fall 
in blood urea in a most dramatic way (this object may be 
achieved equally well by other means), tends nevertheless to set 
up inflammation not only in the urethra but also in the pros- 
tate. The evidence that the latter organ is so affected is the 
regularity with which a certain amount of oedema is to be found 

in the prevesical space when the indwelling catheter is used 
pre-operatively. Moreover, the tendency to renal infection, 
septicaemia, and pyaemia from the instrumentation of the 
unhealthy prostate needs no emphasis from me. 


My experience is that infective complications of all kinds, 
particularly those of the chest, commonly follow suprapubic 
cystostomy if urethral instrumentation has been employed in 
the pre-operative period; also after prostatectomy the same 
events may occur, as, for example, when an ill-timed effort is 
made to safeguard against post-prostatectomy obstruction. On 
‘the other hand, such incidents have been far less frequent 
amongst my cases when the instrumentation has been restricted 
to the actual operation session. In the more distant past I 
found that cystoscoping prostatic cases at all sorts of intervals— 
sometimes several weeks—before the prostatectomy gave me a 
certain number of cases with infected urine, and occasionally 
with something worse, for the prostatectomy. More recently, 
therefore, I have chosen what I consider the lesser evil— 
cystoscopy immediately preceding operation. 

With regard to chronic urinary infection after two-stage 
prostatectomy: if strict attention is paid to removing any 
vesical diverticula which are present (I removed diverticula 
in 14% of this group of prostatectomy cases) and a close watch 
is kept for the slightest sign of post-prostatectomy obstruction, 
such cases should be very exceptional. At the present time 
many of the younger surgeons are coming out of the Services, 
and have for a period been out of touch with prostate work. 
Some of these will be faced at once with the problems of pros- 
tatectomy, and with the difficulty of choosing how to proceed 
from the many modern methods of removing prostatic obstruc- 
tion, all requiring a good deal of skill and experience. It is 
important, therefore, that they should know that suprapubic 
prostatectomy combined with bladder drainage can be done 
with relative safety, provided a sound technique is employed.— 
I am, etc., 

London; H. P. Winsspury-WHITE. 

Sir,—In your issue of May 18 Mr. Wilson H. Hey suggests 
that all cases of retention of urine, complete or incomplete, 
should be operated upon before a catheter is passed. He dlso 
states that the operation he performs entails a twelve-hour 
preparation with chemotherapy. The combination of these two 
ideas does not seem to be practicable. If, as he lays stress 
upon, the important factor is asepsis, surely his remarks can 
refer only to the prostate not complicated by acute retention. 
Even assuming we dispense with the chemotherapy, I find it 
hard to believe that it is better for the patient with an acute 
retention to have to wait an extra hour or so, while the theatre 
is prepared and a surgeon called in order to operate, than to 
give him immediate relief by the catheter.—i am, etc., 


St. Mary’s Hospital, W.2. SEYMOUR EDELMAN. 


Shock Treatment of Bronchial Asthma 


Sir,—The article of Dr. Z. Godlowski (May 11, p. 717) is 
a further contribution to the most difficult problem of treating 
the so-called “ allergic’ asthma—i.e., that in which no organic 
cause can be found (strictly speaking, all asthma cases are 
allergic). The insulin treatment represents another example 
of non-specific protein shock, which, like Godlowski, I have 
pointed out to be the most rational treatment in this type of 
asthma. Unfortunately, insulin therapy has several disadvan- 
tages. It lacks simplicity, it is slow, and it is not safe except 
under expert.supervision in hospital. 

A simpler method of applying (non-specific) protein shock 
which can be used in general practice is one I described in 
1939 and 1945 and which was first published in Austria and 
Switzerland in 1933. The drug used was “ pyrifer,” a Bacillus 
coli vaccine (now mauufactured in this country) which origin- 
ally was used in the treatment of G.P.I. in place of malaria. 

“Pyrifer” is given intravenously, on an empty stomach, in 
the morning, and usually one injection (lowest strength, 50 mil- 
lion germs per ml.) is adequate. Four to five hours after the 
injection a rise of temperature occurs, associated with rigor, 
headaches, sometimes sickness and profound depression (symp- 
toms resembling influenza or malaria), but three or four hours 
later this subsides again and the following day the patient feels 
almost normal except for some weakness. The method is safe, 
and no special laboratory tests are required. Only in decom- 
pensated heart cases with obvious clinical symptoms and signs 
have I refrained from using this treatment. 
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The administration of the drug is simple and it can be 
employed in general practice, as I have always done. I have 
found that within a few days the asthma disappears, and I 
have seen quite a number of cases without recurrences for 
four or five years.—I am, etc., 


Spennymoor. E. BRAUER. 


Penicillin in Eye Work 

Sir,—Penicillin has been used extensively in eye work, not 
only in conjunctivitis and infections due to specific organisms 
but as prophylaxis in pre-operative and post-operative cases 
(Keyes, J. Amer. med. Ass., 1944, 126, 610). It has been realized 
that penicillin in isotonic saline solution, administered as drops, 
was not ideal because its effect is so transient and repeated 
instillations are necessary to maintain an effective concentration. 
Some other base with a higher viscosity was sought. Before 
discussing the substance used, it is necessary to mention the 
other preparations of penicillin commonly used for eye work. 
Penicillin cream made with a lanette wax base was sometimes 
found to be irritating to the conjunctiva. Penicillin lamellae 
would be ideal if a gelatin or similar base was used, but the 
present type, a small compressed tablet, excites a foreign-body 
reaction. A solution of “carbo wax 4,000” was suggested 
as a liquid base for penicillin. 

Carbo wax is soluble in water, and a 70% weight in volume 
solution has a viscosity similar to castor oil. Briefly, its pro- 
perties are as follows: a condensation product of diethylene 
glycol, its formula is (CH,OH), (CH,OCH.), and its melting- 
point 50-55° C. (McClelland and Bateman, Chem. Eng. News, 
Feb. 10, 1945). Experiments by Smyth et al. (J. industr. Hyg., 
1942, Sept. 24, p. 281) show that it is relatively non-irritant 
to the skin and to the mucous membrane of a rabbit’s eye. 

The solution of penicillin and carbo wax was prepared as 
follows. Carbo wax 4,000 (supplied as flakes) was dissolved in 
sufficient Sgrenson’s buffer (pH 8) to produce a solution con- 
taining 70% weight in volume. This solution was filtered, hot, 
through filter paper, distributed in small screw-capped bottles, 
and sterilized by autoclaving at 115°C. A solution of penicillin 
was added aseptically to the sterile carbo wax solution when 
cold. The final pH was 7 as measured by a comparator using 
a universal indicator. The preparation was found non-irritant 
to normal eyes and was used in cases of conjunctivitis, corneal 
ulcers, and in pre- and post-operative cases, 3 to 4 drops every 
four hours being instilled. The base described above is sug- 
gested, because of its higher viscosity and its inert and neutral 
properties, as a suitable vehicle for the ocular instillation of 
penicillin. Carbo wax 4,000 was supplied by General Metal- 
jurgical and Chemical, Ltd.).—We are, etc., 


C. MONTAGUE RUBEN. 


Hertford County Hospital. JoHN C. H. HANSON. 


Toxicity of Uranium 


Sik,—With regard to the significance of uranium in its relation 
to atomic energy your annotation (March 16, p. 397) dealt with 
experiments by the American authors Gustafson, Koletzki, and 
Free, who found that dogs given big doses of uranyl nitrate 
intravenously developed severe tubular necrosis of the kidneys, 
resulting within a short time in anuria, uraemia, and death. 
Sodium citrate given orally or intravenously protected the kid- 
neys against uranium poisoning. 

In experiments carried out more than thirty years ago J. Pohl 
found a different type of renal damage—namely, a subacute 
nephritis resulting in death, due to very small doses of uranyl 
nitrate hypodermically administered in rabbits (Arch. exp. 
Path. Pharm., 1911-12, 67, 223). Unlike the acute nephritis 
with uraemia mentioned above, the main feature of the sub- 
acute nephritis is the lack of anuria and uraemia, but an obvious 
diuresis with a more or less increased excretion of N and NaCl 
—in other words, death occurs while the kidneys are fully 
functioning. The name “ scouring nephritis ” proposed by Pohl 
seems to be appropriate. Later, 1 myself (Z. klin. Med., 
1915, 81, 355) and in collaboration with K. Siegfried (Z. 
exp. Path. Ther., 1920, 21, 380) tried to modify the course 
of this subacute nephritis in rabbits and found that daily intra- 
venous injections of calcium lactate, and also of hypertonic 
NaCl solution, increased the manifestations and accelerated the 


course of the poisoning, 0.9% NaCl solution being without any 


influence. These findings are remarkable in view of the thera- 
peutic effect of sodium citrate seen by the American authors. 
As a result of specially arranged experiments we formed the 
theory that uranyl nitrate has.a peculiar affinity for the kidneys, 
the other organs not being primarily affected. Microscopically 
we found glomerulonephritis when uranyl nitrate was injected 
directly into the renal artery. 

Some unpublished experiments by Siegfried on that problem 
will be found to be of interest. He told me that rabbits poisoned 
by uranyl nitrate did not die but recovered when they were 
given a diet of vegetables and salad; they were eager to eat 
earth, to which fact he attached special value. I cannot re- 
member whether Siegfried (he died about ten years ago) killed 
the animals in order to examine their kidneys histologically.— 
I am, etc., 


Kingston-upon-Hull. L. DUNNER. 


National Research into Tuberculosis 


Sir,—Nearly six months ago (Dec. 1, 1945, p. 781) one of us 
(G.R. W. N.L.) wrote a letter to the Journal emphasizing the 
urgent need for organized research with a view to discovering 
a chemotherapeutic compound which will cure tuberculosis. 
This was followed by a few letters from colleagues and a very 
encouraging reply from Dr. Frederick Heaf (March 2, p. 327). 
Many important aspects of this problem were mentioned in these 
letters : 


1. “‘ The defeatist attitude which exists in the field of tuberculosis 
is to be deprecated, and it is a sad state of affairs that we are 
content to spend millions on palliative measures alone.” (Dec. 1, 
1945, p. 781.) 

2. “The difference between the tuberculous patient and casualties 
from all other causes in persons of the same age is so tragically 
glaring that it cannot be missed. Whereas a patient in the casualty 
group, with the help of sulphonamides, penicillin, and surgery, 
stands a very fair chance of getting over his disability, one in the 
tuberculous group, in spite of all modern medical and surgical 
treatment, stands with the sword of Damocles perpetually hanging 
over his head.”” (Jan. 5, p. 32.) 

3. ‘Tuberculosis costs the country many millions of pounds 
every year and destroys or cripples thousands of persons in the 
prime of life, and yet.our efforts to combat the ravages of this 
scourge are still spasmodic and half-hearted. We are still unable 
to prevent persons becoming tuberculous or to offer them a cure, 
and the infection continues io take its toll of children and young 
adults as it passes through the population practically unchecked.” 
(March 2, p. 327.) 

4. “Now that methods of treatment in pulmonary tuberculosis 
are coming under critical review it is being increasingly realized 
that they are over-used and, to a great extent, over-rated. The 
answer to the problem of tuberculosis has not yet been discovered. 
No effort or expense should be spared in the attempt to discover 
a chemotherapeutic substance to cure tuberculosis, and we should 
tolerate no delay. It is a prime responsibility of the medical pro- 
fession and the Government, in meeting this national problem, to 
set up a special research unit with this object in view.” (Dec. 22, 
1945, p. 901.) 


Afier reading through these extracts it is somewhat surprising 
that the response from the medical profession should have been 
so small. Is it because doctors in general are not easily drawn 
into discussion on matters which they consider important ? 
Apparently not; for the columns of the Journal were occupied 
every week from NovemBer 24 to December 22, 1945, with 
fifteen letters on ‘“ Artificial Pneumothorax Refill,” and on 
“Stethoscope v. X Rays” eighteen letters appeared between 
January 5 and May 11, 1946, when the correspondence had to 
be closed. It is an unhappy reflection on the outlook of the 
medical profession that it is so ready to dilate on medical 
minutiae, whereas fundamental issues leave it entirely unmoved. 

Previous Governments have always been niggardly in their 
grants for medical research, and the present Government has 
so far given no indication that it intends to depart from the 
general rule. It might have been expected that included in a 
plan for reorganization of medical services would have been 
specific and generous provision for medical research. So far as 
we know the Government is content to continue with its annual 
pittance of £215,000 for medical research throughout the length 
and breadth of the country. Medical men must be aware of 
the pressing need for investigations likely to throw light upon 
practical problems of the moment. This work is of the very 
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regression of symptoms. 


PACKS OF SINGLE VIALS 


500,000 ,, - - 10/6 
1 mega (1,000,000) units - - 20/- 


PENICILLIN 


Certain overwhelming bacterial infections are amenable to penicillin, a drug of 
unique properties and potency. Today, with penicillin issued more freely and in a 
more highly refined state, it can be used in early cases of acute infection. 

In the very serious cases of infection, penicillin must still be given continuously, day and 
night, to maintain a constant level in the blood. Experience is showing, however, 
that many early cases can be treated, with extremely satisfactory results, by a small 
number of very large doses (100,000 to 300,000 units) given over 6—8 hours. 

Thus, penicillin is not only curative inthe extreme case of infection, but, given early 


in very large doses, it may prevent further development, and bring about rapid 


The normal output of the Glaxo penicillin plant at Barnard Castle, Co. Durham, is of exceptionally 
high purity, and considerably over 1,000 units per mgm. For the freeze-dried material, storage in a 
cool DRY place is all that is necessary, although storage in a refrigerator is ideal. 


PACKS OF 10 VIALS 


100,000 units each 
mega (1,000,000) units each - 200/- 


Mycolin Lozenges, containing |,000 units of calcium penicillin are available in tubes of 20 and bottles 
of 500 (dispensing size). Penicillin Suspension Glaxo (P.O.B.) containing 200,000 units per cc. in lO cc. 
vials, will shortly be available for intramuscular injection. Particulars and prices on application. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


(Proflavine Hemisulphate ) 


The untoward tissue reactions reported with the 
‘flavines’ have been ascribed to their acidity. | 
Buffered solutions have been used, but they suffer | 
from certain disadvantages. Neutral Proflavine | 
Sulphate is a new product in which the acid/base 
ratio has been so adjusted that solutions of 1/1000 
are almost neutral having a pH of 6.2-6.5. There is, 
therefore, a minimal risk of untoward tissue reactions 
following its use. 


Neutral Proflavine Sulphate may be employed in the 
same strengths (1/1000 solutions or in powder form) 
and for the same purpose as Proflavine Sulphate B.P. 


Further information will be forwarded on request. 


PACKINGS 


Powder : Bottles of 5, 25, 100 grammes. 
Solution Tablets : 0.875 grain and 1.75 grain. 
Bottles of 25, 100, 500. 


A product of 
IMPERIAL” CHEMICAL [PHARMACEUTICALS] LTD. 
89, OXFORD STREET, MANCHESTER, 1 


Ph.104 
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MORYL 


TRADE MARK 


CARBACHOL 
Parasympathetic Stimulant 


A powerful stimulant of the parasympathetic ner- 
vous system, chemically related to acetylcholine, 
but more active and more stable. 
Indicated more especially in post-operative in- 
testinal stasis and urinary retention, " Moryl" is 
also useful in eclampsia and pre-eclamptic condi- 
tions, hypertonia, paroxysmal tachycardia, anxiety 
neurosis, ozaena, and glaucoma. 
In ampoules, oral tablets, and special 
solutions for glaucoma and ozaena. 


TETRONO 


trape marx DRAND 
Hypnotic—Sedative 
Barbitone with phenacetin, phenazone, 
hexamine and magnesium peroxide 


Enhanced power of barbitone through careful 
combination with other drugs—reduced toxicity ; 
no cumulative action or injurious effects on 
circulation, respiration, or gastro-intestinal tract. 


Samples and literature on request 
Savory & Moore Ltd., 
@ 61, Welbeck Street, London,  .10a) 
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When thie POLLEN clouds rise 
HAY FEVER 
AND SUMMER COLDS 


During the months of June, July, and August 
your hay fever patients will be seeking 
your advice for relief from the usual nasal 
congestion, sneezing and other discomforts 
of hay fever. 


Prompt relief fer such cases can be obtained 
by the use of ‘Endrine,| which ensures 
comfortable breathing and has a_ bland, 
The above iilustravions (greatly effect on the inflamed nasal 
targec), show Polien Grainswhichare mucous membrane. 


among the main causes of Hay Fever. 
BRAND REGD. 


NASAL COMPOUND 


Now available in 2 varieties 


*‘Endrine’ and 
*‘Endrine’ Mild 


*Endrine' Ordinary Formula: Ephedrine 0.75% w/w., 
Menthol 0.5%, Camphor 0.5%, Eucslyptol 0.5%, Oloum 
Ricini %.35%, Light Liquid Paraffin ad qs. 100%. 


JOHN WYETH AND BROTHER, LTD., Clifton House, Euston Road 
London, N.W.I (Soie Distributors for Petrolagar Laboratories, Ltd.) 


FOR LOCAL APPLICATION 


Penicillin Ointment 
(Avai'able soon) 
Penicillin Eye Ointment 
(Available soon) 
Penicillin-Sulphathiazole 
(Sterile Powder) 

Sterile Cream Base 
(For preparation of cream) 


FOR ORAL INFECTIONS 


Penicillin Lozenges 
(Calcium Salt) 


MEDICAL DEPARTMENT 


BOOTS PURE DRUG COMPANY LIMITED 
NOTTINGHAM 


FOR INJECTION 
Penicillin 
(Sodium Salt) 
Suspension of Penicillin 
(Calcium Salt) 
A sterile suspension in ethyl 
oleate with beeswax. 


BB129-96 


PENICILLIN = 


ata series of zinc oxide plasters > 


careful attention has been given 
to the selection of the constituents incor- 
porated in the adhesive. The result is that 
skin irritation is reduced to the minimum. 


‘LEUKOPLAST’ 


ZINC OXIDE ADHESIVE PLASTER 
%” to 3” wide, in lengths of 1 yd., 5 yds. 
and 10 yds. on spools. Also in special 
tropical packings. 


‘LEUKOLASTIC’ 


FLESH COLOURED 
ELASTIC ADHESIVE BANDAGE 
1” to 3” wide, 1 yd. length stretching to 
1% yds.: 3 yds. stretching to 5-6 yds. On 
spools and in tins. Also in special tropical 
packings. 


‘HANDYPLAST’ || 


FIRST-AID ANTISEPTIC 
ADHESIVE DRESSINGS WITH AN 
AIR-STRIP 
Pocket size boxes 6d. and 1/-. Also elastic 
strips, 1%” and 2%” wide. 1 and 5 yd. 

for surgery use. 


HERTS PHARMACEUTICALS LTD.,WELWYN GARDEN CITY 
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INTENSELY 
PERSONAL 


Sympathetic understanding may 
assuage mental anguish, but sur- 
cease from physical distress can 
come only from the relief of 


RESTRICTED SUPPLIES : symptomatic pain. 
cer- 
tain Supplies and the conse- 


chemists have been ask 


age adapted for the relief of menstrual 
scriptions.  Veganin is not distress, since it is a synergistic 
advertised to the public. association of codeine,  acetyl- 
WILLIAM R. WARNER salicylic acid, and _ phenacetin, 

& CO. LTD., producing rapid and _ prolonged 


POWER ROAD, relief without ill- effects. 
CHISWICK, 


LONDON, W.4 


When it is necessary to relieve 
pain without incapacitating the 
patient, try Veganin. 


@ Composition: Each tablet, 11.8 grns., contains w/w: Acid Acetylsat 
32.68%, Phenacet. 32.68%. Codeine 0.99%, excipient, ad 100.00%. 
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first national economic importance. The Government must be 
urged to make every effort to contribute towards medical re- 
search, so that not only general scientific knowledge but also 
curative treatment can be advanced to add to the heritage of 
this country. 

While it is no wish of ours to introduce a red herring into 
this correspondence, any discussion of the problem of tuber- 
culosis would be incomplete without reference to the question of 
pasteurization of milk. The evidence in favour of this measure 
for ensuring a safe milk supply is overwhelming and incontro- 
vertible. The system of grading milk under the Milk (Special 
Designations) Orders is particularly dangerous in that it lulls 
the public into a false sense of security. Why, then, is the 
Government so tardy in introducing a measure which will render 
milk safe without diminishing its nutritive value ? The Bulletin 
of the Health Organisation of the League of Nations (June, 
1937) sums up the position: 


“The fear that pasteurization was detrimental to the food value 
of the milk has undoubtedly deterred many doctors in the past from 
supporting compulsory pasteurization. The fear appears to be 
entirely groundless and shouid now be removed to the limbo of 
disproved and forgotten prejudices.” 


Our plea is for immediate legislation insisting on pasteur- 
ization of all milk supplies and the speedy organization of 
systematic research for the prevention and cure of this terrible 
scourge on the young people of ihe world. At a conservative 
estimate tuberculosis costs this country £15,000,000 annually ; 
whereas it was reported the other day that one of the greatest 
authorities in matters of chemotherapy considers that £1,000,000 
to spend on tuberculosis research should produce definite results 
within ten years. However distant the goal, a start must be 
made now. It is up to us of the medical profession to insist 
that the Government take immediate steps to this end. By so 
doing the health of the whole country—for that matter of the 
whole world—would be changed for all time——We are, etc., 


S. M. HILTON. 


Preston Hali Hospital, Kent. GeorGe R. W. N. Luntz. 


Treatment of Congenital Hypertrophic Pyloric Stenosis 


Sir,—I read with interest Dr. N. M. Jacoby’s article (May 11, 
p. 721) on the treatment of congenital hypertrophic pyloric 
stenosis, with its excellent criteria for the differentiation of 
medical and surgical cases. His anxiety for the child’s atten- 
dants was admirable—whilst the case was under his care—but 
as this never appears to extend beyond the day the infant is 
discharged from hospital—a period of some ten days—I feel he 
takes rather too optimistic a view of what takes place after this 
time. 

I am still rather in the dark as to how long the feed-volume 
reduction continues. Does vomiting return at all when the 
volume is increased? If it is kept small what weight does the 
child put on in subsequent weeks ? I should like to quote two 
cases showing that the history of a pyloric stenosis extended 
considerably beyond the tenth day. 


Case I.. Surgical.—Birth weight, 7lb. (3.2 kg.). Normal birth at 
full term. Breast-fed. Vomiting started at five weeks (8 Ib. 5 oz.— 
3.7 kg.), becoming increasingly projectile in twenty-four hours, and 
by the third day there were constipation, a palpable pyloric tumour, 
and visible peristalsis. Operation was performed immediately. 


Weight was stationary during the week preceding the operation, ~ 


followed by a 5-7 oz. (140-200 g.) gain weckly. Weight 12 Ib. 
(5.4 kg.) at three months, 174 Ib. (8 kg.) at six mouths. 

Vomiting continued to be projectile for about three days after 
operation and then decreased, but there was some non-projectile 
vomiting after every feed until six months, when the child had 
started to take solid food. At a year the vomiting had ceased 
entirely. 

Case 2. Medical.—Birth weight, 6 Ib. 11 oz. (3.1 kg.). Three 
weeks premature. Caesarean section for placenta praevia. Arti- 
ficially fed. Digestive upset with frequent loose curdy stools and 
occasional non-projectile vomiting from 7 to 21 days. Projectile vomit 
once on seventeenth day, once on eighteenth day ; slight improvement 
At seventh week 
constipation, small non-projectile vomits after each feed, abdomen 
distended, palpable pyloric tumour, visible peristalsis. Medical 
treatment advised. ‘* Pylostropin’’ (Clay and Abraham) atropine 


methyl nitrate 1/750 gr. (0.09 mg.) lamella ten minutes before each 
feed for seven days, then before decreasing numbers of feeds for 


the next fourteen days. Vomiting became less, distension disap- 
peared, and there was a motion every twenty-four hours at first, 
then at slightly longer intervals. 

Weight gain very slow at first, weight at three months was 9 lb. 
8 oz. (4.3 kg.); since then a rapid gain, now 12 Ib. (5.4 kg.) at four 
and a half months. Still vomiting happily (literally!) from 4 to 2 oz. 
(15-60 ml.) after most mea!s, though the larger vomits are getting 
less frequent. 

I am afraid my experience in this field is limited but prob- 
ably (I hope) unique, in that these two cases are my sons and 
neither of them was in hospital, so that I had ample opportunity 
for studying their after-care.—I am, etc., 


Liverpool. MARGARET SMYTH. 


“Cord Round the Neck ” 


Sir,—Eight years ago, at a meeting of the Society of Obstetrics 
and Gynaecology of Athens, I presented a case of a multipara 
who gave birth to a living child with six rings of the umbilical 
cord around his neck. The total length of the cord was about 
5 ft. (150 cm.). 

In 1944, when attending a primipara, the foetal heart stopped 
abruptly at the first stage of the labour, the cervix being three 
fingers dilated. When the delivery took place a tight cord 
was found around the neck, and that was the only apparent 
cause of death.—I am, etc., 


Jessop Hospital, Sheffield. P. P. PANAYIOTOU. 


Sir,—With regard to this controversy I should like to men- 
tion a peculiar condition which I once met with. I was called 
in by a midwife for delay in the second stage of labour, but was 
able to deliver without the use of forceps by pressure on the 
fundus. The child was just dead when delivered, and the cord 
was three times round the left arm and twice round the neck. 
The arm below the mark made by the tight cord was atrophied, 
and was only half as long as the right arm, and perhaps a third 
of its thickness. Death, I should think, would be due to the 
final stoppage of the circulation in the cord during the last stage 
of ‘delivery. 

Cord round the neck is a frequent cause of delay and weak 
pains in the second stage, and it appears sometimes to be 
responsible for shoulder presentations, etc.—I am, etc., 


Wallasey. F. WILLIAM INMAN. 


Sjégren’s Syndrome with Rheumatoid Arthritis 


Sir,—Prof. Arnold Sorsby, as he kindly offered to do in his 
letter (May 18, p. 774), has demonstrated to me the association 
of the keratoconjunctivitis sicca of Sjégren’s syndrome with 
rheumatoid arthritis. What interests me also is that, on the 
other side, he has found that Sjégren’s syndrome is an exceed- 
ingly rare complication of rheumatoid arthritis—I am, etc., 


London, W.1. F. PARKES WEBER. 


Compulsory Vaccination 


Sir,—At the recent Special Representative Meeting a resolu- 
tion was proposed deploring the decision of the Minister of 
Health to abolish compulsory vaccination. The Chairman of 
Council, however, made it clear that the decision had been 
made on expert medical advice and on the ground that com- 
pulsion was acting as a deterrent. It was considered that 
propaganda on lines similar to that adopted in the case of 
diphtheria would be more likely to produce desired results. 
The resolution was therefore negatived. 

With due respect to those who tendered this advice. it may 
well be argued that no sort of parallelism exists between small- 
pox and diphtheria, since the former is not a prevalent disease, 
nor has it been so for the past fifty years. Many doctors have 
never seen a case, and for the general public it has lost its 
terror. Moreover, in all but exceptional cases diphtheria in- 
oculation is without reaction, whereas vaccination produces a 
nasty little sore and a varying degree of malaise. It is not hard 
to see that propaganda will have no easy task. It is probable 
that the more intelligent public are quite unaffected one way 
or the other by the compulsory clause, while the ignorant are 
at least as much influenced by mental laziness as by passive 
resistance, and are even less likely to “contract in” than they 
are to refrain from “contracting out.” It may yet require a 
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severe smallpox outbreak to re-establish the necessity for vac- 
cination. Active opposition to the compulsory clause is long 
a thing of the past, but once the rule is rescinded it will prove 
a most thorny and difficult matter to re-enact it if propaganda 
fails —I am, etc., 

Derby. E. D. BROSTER. 


The Population of India 


Sik,—Sir John Megaw’s call (March 9, p. 343) for a com- 
mission of inquiry into the social and other customs responsible 
for excessive multiplication of population in India is likely to 
be a cry in the wilderness. Since the creation of separate 
electorates, and the provision of seats in the legislature accord- 
ing to the number under each religious denomination, capture 
of positions of power has become dependent entirely on numbers 
and not on merit or capacity. With separate electorates at 
every stage and with the statutory declaration that appointments 
—even specialist appointments, such as surgical appointments, 
V.D. appointments, appoiftments in eye hospitals, irrigation 
engineers, electrical technicians—will. be distributed among 
different communities according to their number in population, 
matters have reached such a stage that multiplication and not 
qualification has been the sole determining factor. The scandal 
of holding back the constitution of a famine control body 
because sufficient Moslems were not available in Bengal, even 
though famine was then knocking at the door, was commented 
upon by the Woodhead Commission. 

In such a state of affairs any advice to control prolific baby 
production will be considered inimical advice. Some years ago, 
at the Bengal Conference of the Indian Medical Association, a 
resolution to request the Government to start birth control 
clinics was thrown out by a majority of doctors who are over- 
whelmingly Hindu and who probably felt that the advice would 
be taken by the Hindus and not by other more backward 
intellectually and culturally unprogressive communities, and 
the result would be to tilt the balance further in favour of 
communities in which polygamy has not yet become something 
to be ashamed of, where temporary marriages are customary. 
Already Moslems, who were a minority in Bengal 70 years ago, 
have become the majority, and in the whole of India in 50 years 
the Moslems have increased by 80° while the Hindu population 
has gone up by 40%. 

Social reform propaganda has also proved a boomerang in 
its results. Many years ago child widows could be counted by 
the 100,000 among Hindus, and as widow remarriage was un- 
known except among the lower castes this was a salutary check 
on the growth of population. So was also the institution of 
Sanyasis—celibate male monks—among Hindus. There were 
several millions of these people who at least could not pro- 
create. Such institutions are becoming rarer with westerniz- 
ation. Sir John Megaw’s well-meant advice is therefore likely 
to meet with a chilling reception in the present atmosphere of 
scramble for political power. 

There is one redeeming feature to which one couid cali the 
attention of our friends. The over-ali density of population is 
168 per sq. mile, which is less than that for Europe minus 
U.S.S.R. If therefore India was industrialized even to some- 
thing like the backward countries in Europe, India could easily 
feed herself, because even in the worst days of famine in 
Bengal there was hardly scarcity of grain. It was far more 
commonly inability to pay the State-controlled price, just as 


at present so-called destitutes are still daily dying in the streets ° 


of Calcutta for want of money, not grain. 

Lord Wavell, who has proved to be one of the best Viceroys 
India has seen, even if he is the last Viceroy, is initiating 
country-wide schemes which are expected to raise the produc- 
tion of the soil, The yield of rice per acre in Bengal is about 
one-third of that in Spain and less than one-half of that of Japan, 
and the yield is getting less and less. A progressive Government 
could any day increase the yield to three or four times the 
present figures, and then scarcity of cereals would be impossible 
for at least the next 50 years and the poor man would have a 
far more satisfying diet than he has ever known. 

In the present morbid atmosphere the way of deliverance lies 
therefore in calling not for limitation of families but for in- 
dustrialization and co-operative methods of increasing the yielti 
from the soil.—I am, etc., 

N. R. Sen Gupta. 


Obituary 


T. H. BRYCE, M.D., F.R.S. 


Prof. T. H. Bryce, who died in hospital at Oxford on May 16, 
held the Regius chair of anatomy in the University of Glasgow 
from 1909 to 1935, when he received the title of emeritus 
professor. He helped Glasgow to a leading place in the modern 
science of anatomy and did much original research in embryo- 
logy and cytology ; he also gave memorable service to anthro- 
pology and was a distinguished archaeologist. 

Thomas Hastie Bryce, son of William Bryce, M.D., of 
Edinburgh, and a cousin of Viscount Bryce, the eminent jurist, 
statesman, and diplomat, was born at Dalkeith on Oct. 20, 1862. 
From Edinburgh Collegiate School he went on to the University 
of Edinburgh, graduating M.B., C.M. in 1886, and M.D. (with 
gold medal) in 1901, having become a Fellow of the Royal 
Faculty of Physicians and Surgeons of Glasgow in 1890. Later 
he was: awarded the Keith prize by the Royal Society of 
Edinburgh, which elected him a Fellow. After working as 
demonstrator of anatomy at Edinburgh under Sir William 
Turner he was appointed lecturer on anatomy at Queen 
Margaret’s College, Glasgow, in 1890; two years later he 
became lecturer in the same subject at the University of 
Glasgow, holding thé post until 1909, when he succeeded Prof. 
John Cleland in the Regius chair. On his retirement in 1935 
he was succeeded by Prof. D. M. Blair. For many years he 
was curator of the anatomical and archaeological collections 
in the Hunterian Museum in Glasgow ahd devoted much time 
and skill to the arrangement and classification of the specimens. 
He had a European reputation as an anatomist and was 
especially distinguished for his work on human embryology, 
an important contribution being the monograph written with 
Prof. Teacher and Prof. Munro Kerr on the early development 


. and embedding of the ovum. 


Prof. Bryce was one of those responsible for the eleventh 
edition of Quain’s Anatomy, contributing the sections on 
embryology, osteology, and arthrology. He was elected 
F.R.S. in 1922, and two years later gave the Rhind Lecture 
at Edinburgh University, taking as his subject “The Anthro- 
pological History of the Scottish People.” He wrote a number 
of memoirs and papers on anatomical and anthropological 
subjects which appeared in the Journal of Anatomy and 
Physiology, in the Quarterly Journal of Microscopical Science, 
and elsewhere ; and also the Book of Arran.e He was appointed 
to the Royal Commission on Ancient Monuments of Scotland 
in 1908 and was a Fellow of the Scottish Society of Anti- 
quaries. He had been a member of the British Medical Associa- 
tion for well over forty years, and served as vice-president of 
the Section of Anatomy at the Annual Meetings at Oxford 
(1904) and Sheffield (1908), and president of the Section of 
Anatomy and Physiology at Birmingham in 1911. His wife, 
who died in 1934, was an accomplished artist and embroiderer, 
who worked the beautiful banner for the Glasgow University 
Memorial Chapel. He is survived by his son, Major W. J. P. 
Bryce, of Downington, Lechlade, with whom he lived for some 
of his latter years. 


WALTER DANDY, M.D., F.A.C\S. 


Dr. Walter Dandy, whose parents came from the Furness district 
of Lancashire, died suddenly in Baltimore a few days after his 
60th birthday and was robbed of the years in which he might 
have continued to be famous. For a deservedly famous 
surgeon Dandy surely was. Few men have continued to be 
so productive into their later years of such good and such 
new work. His name will always be remembered as the in- 
ventor of some of the major technical advances in the surgery 
of the brain, notably pneumography. By its means the signifi- 
cance of ventricular shifts and of local or general deformities 
was clarified. Dr. Dandy was well prepared to profit by the 
powers that this new diagnostic method conferred because his 
experiments on the secretion, on the circulatory pathways of 
the cerebrospinal fluid, and on the passage of dyes through 
it had given him an insight shared till then by scarcely more 
than his original collaborators, Blackfan and Weed—and to 
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some extent by Cushing. With increasing experience the third 
ventricle became an object of- special study, and Dandy’s books 
on tumours of the third ventricle (1932) and on benign tumours 
in the lateral ventricle (1934) are already classics. One of his 
latest papers (1945) was on strictures of the iter of Sylvius, a 
review of all the cases that he had gathered during the last 
23 years. 

It was in the innovation of surgical diagnostic methods and 
in the development of special techniques appropriate to par- 
ticular regions of the brain (the ventricles, the pinealomas and 
other deeply seated tumours) that Dr. Dandy excelled his early 
mastet, Harvey Cushing, whose assistant he had been in the 
latter’s Johns Hopkins phase, his beginning. No surgeon has 


ever been bolder than Dandy in his designs (as in excision of - 


the cerebral hemispheres), a boldness usually justified by suc- 
cesses where none had been won before. He was, most people 
thought, a little too contemptuous of the final value of non- 
surgical diagnostic methods in neurology, nor was he as deeply 
interested in pathology as many would have wished. Dandy 
was in these respects very different from Cushing, and no two 
men could have made such great contributions to the same 
subject in more different manners. Dandy was always sure 


of the correctness of his own views and inclined to be con- 


temptuous of opposing ones, but at the same time he was very 
shy and preferred, if he could, to hold himself aloof. 

Walter Dandy had the advantage of associdtion with Max 
Brédel, who founded the department of medical art at Baltimore, 
and all Dandy’s papers are adorned ahd given a particular 
point by illustrations by that master draughtsman or by his 
pupils. No one made greater use than Dandy of the possibili- 
ties of the artist, as all his books and writings testify. 

it would be wrong to bid farewell to Dr. Dandy without a 
mention of his work on intracranial aneurysms of all sorts. 
Here he was again the first to do something—to put a clip 
upon the neck of an intracranial aneurysm intracranially, or 
to clip or ligature the carotid itself just after it had pierced 
the dura. ; 

We mourn the loss of one who in energy, enterprise, imagin- 
ation, and technical ability has not been surpassed. 

G.J. 


J. O. W. BLAND, M.D. 


John Bland, who recently died at the early age of 46, was one 
of the small band of highly trained virus workers whose impor- 
tance is out of all proportion to their numbers. He did particu- 
larly good work on the tissue culture of brain tumours and on 
the aetiology and treatment of trachoma and ophthalmia, and 
his death in the fullness of his powers is a sad loss to this 
country. He cgme of a literary family—his father was a well- 
known Fabian and his mother was the author Edith Nesbitt— 
and science and art were curiously blended in him. His hand- 
writing resembled a mediaeval manuscript, and he was a keen 
musician, both as player and listener. He had been a good 
oarsman at Cambridge, and after qualifying and doing house 
appointments at St. George’s, he returned there to specialize in 
pathology under Dean. He learned his virus technique under 
Bedson at the London and tissue culture under Canti at Bart’s. 
Canti died with his photomicrographic studies uncompleted and 
Bland seemed the likely man to succeed him, but a serious chest 
illness in 1937 changed his plans and he took up a research 
post in Egypt. Before leaving England he acted as secretary 
of the Section of Pathology, Bacteriology, and Immunology at 
the Plymouth Annual Meeting of the B.M.A. in 1938. He 
spent six happy and fruitful years in Cairo, which was soon to 
be the hub of the Allied defence system. In a subtropical 
climate, in which eggs always seemed to be spontaneously 
infected and tissue cultures were difficult to maintain, he worked 
steadily at trachoma and blindness, and gave much of his 
leisure time to civil defence. A succession of soldiers and 
pathologists enjoyed the hospitality and the musical Sundays 
at the Blands’ flat at Zamalek, but only the pathologists realized 
that the exquisite design on the screen in the lounge was an 
enlargement of the growing edge of one of John’s tissue cultures. 

Much as he loved the white sunshine and the keen air of the 
desert, they proved less favourable to his malady than had been 
hoped. The relative isolation in which he worked also bore heavily 
on his spirit, for he was a man who found a great stimulus in the 
exchange of ideas with fellow workers. His health broke down 


again, and he was forced to return home. In a last letter, written 


lying in his garden in Sussex, he wrote that never had the spring 
seemed so green and lush and beautiful. It may well be that his 
sense of beauty was sharpened by his forebodings, for shortly after- 
wards the end came with surprising suddenness. A former colleague 
in a message of condolence spoke of his kindness and gentleness. 
To these one would add the virtue of graciousness. In these days 
of harsh uniformity it is good to be reminded that our profession 
still provides a framework within which men can satisfy their 
scientific and ‘artistic sensibilities and can display those vital differ- 
ences which make them an object of interest and affection to those 
who have the good fortune to be called their friends. 
L. W. 


H. E. COUNSELL, F.R.CS. 


Dr. Herbert Edward Counsell, who died at his home in 
Pusey Street, St. Giles, Oxford, on May 4 at the age of 83, had 
joined the B.M.A. in 1887 and was secretary of the Section of 
Surgery at the Annual Meeting at Oxford in 1904. He resigned 
from membership in 1931, some years after losing the sight of 
beth eyes from glaucoma. He had been for many years one of 
the best-loved figures in the University and town, and after his 
affliction the many visitors to his house were scarcely conscious 
of talking to a blind man. Born in 1863 at Chepstow, he studied 
medicine at Guy’s Hospital, qualified in 1884, and some years 
after serving as resident obstetric officer at Guy’s took the 
F.R.C.S. *‘ Always a lover of the country, Dr. Counsell chose 
general practice to a career at Guy’s which seemed opening 
out, and worked for ten very happy years at Liss in Hampshire. 
It was by chance that he made the move to Oxford. He visited 
a sister, then a student at the University, in glorious summer 
weather, and the beautiful city cast its spell over him. He 
disposed of the Liss practice and put up his plate at a house 
in the northern academic suburb of Oxford. There was no 
immediate response, but success came ; not only did he become 
prominent in his profession but also a considerable figure in 
University and city life. At the age of 40 he entered New 
College, and graduated with second-class honours in modern 
history in 1906. The Oxford University Dramatic Society had 
in Dr. Counsell a staunch supporter and a warm friend of all 
the members. After the first world war the O.U.D.S. was 
nothing more than a tradition, but he directed his energies to 
its successful revival. A short time ago he published a book 
of memoirs under the title 37, The Broad, the old house in 
Broad Street where he lived for many years. It had an enthusi- 
astic reception, for everyone who knew Dr. Counsell felt that 

his was.a life that should be recorded. 


E. B. S. writes: There must be innumerable people, literally all over 
the world, and from all classes of society, who will feel that they 
have lost a personal friend in Dr. H. E. Counsell. He was one of the 
last of the great Oxford ‘“‘ characters ’’—known as ‘“ Doggins” to 
countless friends both inside and outside the University. For a num- 
ber of years he had the biggest general practice in Oxford; and he 
would have been able to retire with a considerable competence had 
he only been willing te send in bills. Nevertheless, whereas anyone 
could be sure of profiting by his professional advice, it was very 
difficult to persuade him to charge proper fees. He was a gifted 
surgeon, but it is fortunate in a way that circumstances directed 
him into general practice, which enabled him to use his very 
remarkable personality to the best advantage. He was a natural 
“* psychologist,” who knew exactly the right thing to say at any given 
moment; for he used his heart as well as his head. In addition to 
his professional attainments, he was an excellent historian and a man 
of wide culture. The present writer was in the habit, year after 
year, of spending his summer holidays with ‘“* Doggins’’ and _ his 
family, wandering all over Europe with a rucksack. He looks back 
on these holidays as being among the most “‘ educative * as well as 
the most delightful souvenirs. In 1943 he published a book called 
37, The Broad: The Memoirs of an Oxford Doctor. This gives a 
better idea of the man than could any outside account. Unfortu- 
nately the book was sold out within a very short time of publication. 
It is hoped that it may be possible to arrange for a memorial edition. 

The last twelve years of his life were clouded by what would have 
been for men of lesser calibre a major tragedy—namely, total blind- 
ness. No one ever heard him complain. He just set to and learnt 
typing and Braille. In fact, he himself typed the whole of his book, 
which ended with the words: ‘Surely Thy goodness and loving 
kindness have followed me all the days of my life.” 


Dr. JoHN Basil, who died on May 13, carried for 27 years 
the heaviest practice in one of the most populous districts of 
London—Bermondsey. Proud of his mission, he administered 
with zeal his help to all his patients and often had to visit some 
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who lived as far even as Purley and Putney. Ber and night 
he never refused to answer a call even during worst period 
of the blitz. Taken suddenly ill with coronary thrombosis 
nearly six months ago, he was then admitted into Guy’s, and 
three months later, feeling better, in spite of all admonitions, 
he returned to his work. But after two months a second attack 
supervened and he died with agonizing dyspnoea which lasted 
11 days. Dr. Basil was an Armenian, and though he came to 
this country at the age of 23 to join his brother, who was a 
clergyman of a Protestant church, and to avoid the persecution 
of the Turks, he had already served as professor of Turkish 
at Marash, Syria. Having studied medicine at St. Thomas’s, 
King’s, and Charing Cross Hospitals he qualified in 1918. I 
well remember him, a few weeks before then, coming one 
morning after a sleepless night to show me a letter from the 
War Office informing him with regret that all his relations in 
Turkey, together with many other Armenians, were burned 
alive-in a forest. Under such trying circumstances he had to 
concentrate his mind on his final examination. With the 
makings of a Christian missionary in him he then settled in 
Bermondsey convinced that the proudest mission of man was 
to serve humanity. Simple yet dignified, kind and patient, he 
soon gained the confidence and gratitude of all who came 
near him.—J. P. 


ERNEST CHITTENDEN BRIDGES, who died recently in South 
Kensington in the neighbourhood where he had practised for 
a lifetime, was born in 1868 at Ipswich, the fifth son of John 
H. Bridges. He studied medicine at St. Bartholomew’s Hospital, 
whence he qualified as M.R.C.S., L.R.C.P. in 1891, and later 
became M.D.Durham. He served St. Bartholomew’s as house- 
physician, end was also house-surgeorn at the Royal Northern 
Hospital and house-physician at the Brompton Hospital for 
Consumption. Settling in practice in Kensington in conjunc- 
tion with the late Sir Robert Fox-Symons, he had the mis- 
fortune early in his professional career to contract pulmonary 
tuberculosis; from this he made a good recovery, but his 
energies thenceforth had to be carefully conserved. He was 
medical officer to St. Dunstan’s Hospital for over 30 years, and 
served for a similar period on the staff of the Margaret Street 
Hospital for Diseases of the Chest, where he became ultimately 
consulting physician. But it will be less for these distinctions 
than for his personal qualities that he will be best remembered 
by his patients and his, professional colleagues. Bridges—often 
affectionately known as “ Briggs” by his friends—was a man 
of handsome features and manly frame who knew his job 
as a general practitioner “inside out ”; always reliable, always 
kind, always honest and honourable, and with it all both 
human and humorous. Very definitely a personality and a 
credit to his profession, he will not soon be forgotten in South 
Kensington. He married twice; there was no issue of either 
marriage. For the last three or four years Bridges had been 
missing from the committee meetings of the Royal Medical 
Benevolent Fund, to which he had rendered long service, and 
from his club; a long series of illnesses and accidents had 
made him a chronic. invalid, but his cheerful and indomitable 
courage sustained him to the end—H. R. 


The death last April of ERNEST CLARKSON BourDas deprives 
the Balham and Streatham districts of South London of a very 
senior practitioner, for he settled there immediately after filling 
his resident appointments soon after qualification. He was 
born in 1874, the son of the late Mr. I. Bourdas, and was 
educated at St. Paul’s School and the Medical School of 
St. Thomas’s Hospital. Qualifying as M.R.C.S., L.R.C.P. in 1899, 
he took the Brussels M.D. in 1900 and the Edinburgh F.R.C.S. 
in 1901, having meanwhile been house-surgeon at his own 
hospital. In the 1914-18 war he was a temporary captain in 
the R.A.M.C. and was employed as surgical specialist at the 
hospital at Frensham Hill.. He remained in practice up to 
very shortly before his death, refusing to retire when normally 
he could have done, owing to his patriotic desire to do all he 
could for the Allied cause. This resulted in much overwork 
and definite overstrain, and probably brought about his break- 
down in health, for although of impressive physique he was 
not overstrong constitutionally. Dr. Bourdas is survived by 
his widow with one son and one daughter: his brother is a 
retired surgeon captain in the Royal Navy. 


The untimely death of ARTHUR Wesson, M.D., F.R.C.P., 
F.R.C.S., has removed a personality of great charm, ability, 
and enthusiasm, and it has dealt a bitter blow to the young 
specialty—physical medicine—which owes him so much. He 
came to University College Hospital from Merchant Taylors’ 
in 1921, and after the usual resident appointment went to the 
Queen's Hospital, Birmingham, as R.M.O., later returning to 
U.C.H. in the same capacity. A travelling scholarship took 
him to America and Sweden. By now his interest was in 


arthritis and the then neglected specialty of physical medicine. 


He returned to the L.C.C. at Mile End Hospital and in due 
course became deputy medical superintendent. When his own 
hospital decided to raise the charge of the physical medicine 
department to the status of an honorary staff post Wesson was 
appointed. At U.C.H. Wesson had just time before the war to 
organize a department which was unexcelled by any other 
hospital. But his main contribution was to the R.A.M.C., 
where in the early days of the war he took medical charge of 
the first physical development centre and later of rehabilitation 
in B.N.A.F. It was on his return from Italy that he contracted 
the illness which killed him, but his report on his work in-that 
theatre of war will remain as a blue-print for any future cam- 
paigns. Wesson was essentially a team-worker. He effaced 
himself to a remarkable degree in securing the co-operation and 
co-ordination of all his colleagues, both medical and auxiliary, 
for he realized most clearly that therein lay the key to success- 
ful rehabilitation. His cheerfulness and unfailingly happy 
approach sometimes obscured his considerable width of know- 
ledge—for he was a Fellow of both Colleges—but it secured the 
devotion of the physiotherapists and physical training instruc- 
tors whom he delighted to teach, and of his patients who 
received every ounce of his energy.—F. D. H. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

R. R. A. Coombs, B.Sc.Ed., of Trinity Hall, has been elected into 
the John Lucas Walker Studentship from Oct. 1, on the nomination 
of the Professor of Pathology. 

At a Congregation held on May 18 the following medical degrees 
were conferred : 

M.D.—E. V. Bevan, S. R. F. Whittaker, J. D. Fergusson, D. Russell-Davis, 
N. C. Oswald, J. S. Minett, *H. E. W. Roberton, *D. A. Smith. 

M.B., B.Cumr.—*S. R. Mawson, *A. L. T. Easton, *W. H. Davies, *R. I. 
Milne, *N. K. Dryden. 

* By proxy. 


UNIVERSITY OF LONDON 
Sir Ernest Graham-Little, M.D., F.R.C.P., M.P., has been re-elected 
to represent medical graduates of convocation upon the Senate of 
London University; Sir Archibald Gray, M.D., F.R.C.P., and Mr. 
John B. Hunter, M.Ch., F.R.C.S., have been appointed to represent 
the Faculty of Medicine; and Dr. H. E. A. Boldero, F.R.C.P., the 
general medical schools. 

The University has gratefully accepted an offer from the trustees 
of the estate of the late Sir Henry Wellcome of a capital sum of 
£74,000, for the endowment of the chair.of pharmacology tenable 
at the Coliege of the Pharmaceutical Society, and henceforth to be 
entitled the Wellcome Chair of Pharmacology. The income will be 
used to pay the salary of the holder of the chair, now occupied by 
Prof. G. H. Buttle, and to contribute to the cost of his research 
work. The Department of Pharmacology at the College was founded 
in 1926 and has made important contributions to research and teach- 
ing in pharmacology and physiology. It is hoped that, with the 
funds now provided, the activities of the department will be main- 
tained and expanded. 

Prof. A. J. E. Cave, M.D., has been appointed to the university 
chair of anatomy tenable at St. Bartholomew’s Hospital Medical 
College from May 1, and Dr. J. N. Davidson has been appointed 
to the chair of biochemistry tenable at St. Thomas’s Hospital 
Medical School from April 1. 

The title of Professor of Medical Protozoology in the University 
of London has been conferred on Dr. H. E. Shortt in respect of 
the post now heid by him at the London School of Hygiene and 
Tropical Medicine. 


UNIVERSITY OF SHEFFIELD 

At a meeting of the University Council, held on May 17, the follow- 
ing appointments were made: Part-time Tutors in Surgery, E. P. 
Hall-Drake, F.R.C.S., and C. D. P. Jones, F.R.C.S. Part-time Tutor 
in Obstetrics, H. J. Green, F.R.C.S.Ed., M.R.C.O.G. Part-time 
Assistant Tutor in Obstetrics, W. J. McCord, M.D., M.R.C.O.G. 

The Council received the resignations of Prof. G. A. Clark from 
the Chair of Physiology on taking up a post in the Ministry of 
Health, and of Dr. Ethel M. Spedding from the post of temporary 
demonstrator in anatomy. 


UNIVERSITY OF ABERDEEN 

Dr. D. R. MacCalman has been appointed to the newly founded 
professorship of mental health in the University of Aberdeen. This 
is the third chair of the kind to be instituted in Great Britain, and 
it has been done in co-operation with the local authorities and 
voluntary hospitals. The professor will be physician in charge 
of psychological cases in the key hospitals of the area, though the 
administration of the mental hospitals continues as before. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The Health Service Bill 

A meeting of Fellows was held on May 8, when the President, 
Sir Alfred Webb-Johnson, after reporting on Coliege affairs, said 
the Council desired to ascertain whether its attitude in regard to the 
National Health Service Bill was such as to have the approval of the 
Fellows in general. The Council concurred with the observations 
of the Negotiating Committee and gave the committee full support. 
The attitude of the Negotiating Committee was well known, and the 
basis on which objections were made to some features of the Biil 
was that some of the proposals were regarded as a threat to the 
freedom of the profession; for example, the prohibition of the sale 
and purchase of practices. The attitude of the Council was that 
if there was freedom of choice for the citizen in seeking professional 
advice, practices were transferred to the practitioner whether the 
member of the profession was paid directly by the patient or 
indirectly out of the Insurance Fund or by the State. The good- 
will was therefore an original asset of that member of the profession 
and, if the sale of practices was made illegal or otherwise rendered 
ineffective, adequate compensation should be paid. The Council 
regarded with misgiving the setting-up of a tribunal appointed by 
the Minister which could prevent a man from receiving public 
patients although he might remain on the Medical Register. It 
objected to the requirement to obtain permission to practise in a 
district, and saw great dangers in a substantial part of the general 
practitioner’s remuneration being in the form of a salary. With 
regard to specialist practice, it feared that the Government pro- 
posals as a whole amounted to a Government monopoly of all 
hospitals, which practically implied that it was illegal to set up any 
independent hospital in the future, and the power which the Minister 
sought to obtain to acquire by compulsory purchase any institution 
for the treatment of patients, whether run for private gain or not, 
gave him the power to prevent a specialist earning his living, because 
the background of his living was an equipped institution. It was 
also a great anxiety to the Council that these proposals were only 
a stepping-stone towards a whole-time salaried service. There would 
be a disturbance even in the first instance of the doctor-patient 
relationship if part of the doctor’s remuneration came from salary. 
Other points which had caused the Council grave concern were the 
interference with voluntary effort, the appointment of bodies with 
very great powers who would be appointed directly by the Minister 
and not elected by the people, and the interference with hospital 
trusts. These considerations had led the Council to pass a number 
of resolutions which were before the meeting. 

After general discussion Mr. T. B. Layton moved a resolution 
that the meeting should give general support to the Council in the 
action it was taking, and this was carried unanimously. 


Mr. Charles L. Mayer of New York has made a further award 
for the encouragement of British scientists and surgeons. A few 
months ago he gave £1,000 to the Royal College of Surgeons as a 
prize for Mr. Terence Millin for his contribution to the advance- 
ment of the surgical treatment of enlargement of the prostate. He 
has now made a gift to the College of £1,000 as a prize for Prof. 
E. C. Dodds, F.R.S., in recognition of his work in discovering and 
studying stilboestrol, and as an encouragement to him to continue 
his researches in the field of the synthesizing of hormones. The 
award will be presented to Prof. Dodds on June 13. 

The following lectures will be delivered at the College (Lincoln's 
Inn Fields, W.C.) at 5 p.m. on each day: 

Hunterian Lectures—June 6, Prof. D. S. Poole Wilson, Missile 
Injuries of the Urethra; June 13, Prof. J. D. Fergusson, Original 
Observations in Carcinoma of the Prostate Treated with Oestrogens. 

Lectures by the Research Professor in Ophthalmology (Prof. 
Arnold Sorsby).—June 20, Pure Penicillin in Ophthalmology ; 
June 27, Genetic Aspects of Ophthalmology. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a meeting of the College held on May 7, with the President, 
Dr. D. M. Lyon, in the chair, Drs. T. Carlyle Mitchell and O. Olbrich 
were introduced and took their seats as Fellows of the College. 
Drs. A. H. Campbell, N. G. Pandalai, N. F. Lilauwala, G. O. Horne, 
and §S. G. Graham were elected Fellows of the College. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the Royal College of Surgeons of Edinburgh held 
on May 16, with Mr. James M. Graham, President, in the chair, the 
following candidates who had passed the requisite examinations were 
admitted Feliows : 

H. M. Bradmore, A. El-Masri, A. A. Finlayson, A. L. Goodall. R. S. Hunt, 
R. R. Hunter, W. C. Lawrence, B. Lawson, K. MacK. Leitch, D. M. N. Longridg: , 
W. Magauran, K. S. Masalawala, N. R. K. Mitchell, Mary G. Murphy, I. W. J. 
McAdam, L. R. Rabson, D. R. Ryder, R. S. Stewart, E. B. Tovee. 

The Henry Arthur Dalziel Ferns Bursary was, after a competitive 
examination in organic chemistry in its application to medicine, 
awarded to I. S. Trotter. 


Medical Notes in Parliament 


HEALTH SERVICE BILL 


When discussion: of the National Health Service Bill was 
resumed in a Standing Committee of the House of Commons 
on May 21, Mr. Bowles again in the chair, consideration of 
Clause 4 was begun. In the provision that “ the Minister may 
make certain accommodation in hospitals which is not for the 
time being needed by any patient on medical grounds avail- 
able for patients who undertake . . . to _pay”” Mr. REID moved 
to substitute “shall”? for “may.” He said that if accommo- 
dation existed which was not needed on medical grounds there 
should be no question of Ministerial discretion. Something 
could be said for leaving a discretion with a hospital manage- 
ment committee or board of governors. Mr. BEVAN replied that 
in practice the decision whether an individual case went here 
or there Would be entirely a matter for the local hospital 
authorities to determine, but the Minister must have a power 
of veto for the accommodation as a whole. The Government 
had gone further in provision of beds available on part-payment 
than many on his side of the House desired, and he was not 
prepared to extend the power already given. The amendment 
was withdrawn. * 

Mr. MESSER moved to leave out the proviso “on medical 
grounds,” because there were other conditions which made it 
inadvisable for a patient to be in the same ward as other 
patients. On Mr. Bevan’s assurance that the word “ medical ” 
would cover all the situations Mr. Messer had in mind the 
amendment was withdrawn. 

On the motion that Clause 4 stand part of the Bill 
Mr. SOMERVILLE HASTINGS pointed to the difference between 
Clauses 4 and 5; in Clause 4 only part of the charge was 
recoverable, whereas in Clause 5 (1) the whole charge was 
recoverable. Mr. BEVAN said Clause 4 referred to accommo- 
dation which might be made available in a hospital. Clause 5 
referred to separate accommodation ; in a pay block expenses 
were greater and the Ministry wanted power to recover them. 
Dr. STEPHEN TAYLOR asked whether in a case under Clause 4 
no medical fees could be recovered from persons who paid 
for special accommodation. Mr. BEVAN said medical fees could 
be recovered in certain circumstances because some hospitals 
might have no pay block. The Clause was approved. 


PAY-BED ACCOMMODATION 


On Clause 5 (Accommodation for private patients) Mr. REIp 
moved to substitute “If the Minister... is so advised by 
the Regional Hospital Board, he shall” for the words “If the 
Minister ... is satisfied that it is reasonable so to do, he 
may.” He said that this was obviously a decision which must 
be taken on a district or at most on a regional basis, having 
regard to the accommodation and services available. It could 
not be determined by the local hospital committee. Mr. BEVAN 
said it would be a reversal of the whole procedure under the 
Bill to make the Minister the instrument of the Regional Board. 
Mr. Reid’s words suggested the Minister would be bound to 
do what the Regional Board advised. The Minister would 
normally receive the advice of the Regional Board on what 
accommodation should be set aside; but it must be the 
Minister who, in the light of the relations between Regional 
Boards, must ultimately decide on the scheme submitted. The 
Ministry of Health had proposed pay-bed accommodation not 
only because there must be diversification of services inside 
the National Health Service but also because the Government 
desired the association of specialists with the hospital. Unless 
there were pay beds they might not come to the hospitais ; 
therefore there was no danger that pay beds would not be 
provided. The amendment was withdrawn. 

Mr. MESSER moved to leave out the word “ urgently ” from 
the proviso that nothing in subsection 1 of the Clause about 
accommodation for private patients should prevent that accom- 
modation from being made available for anyone who urgently 
needed it on medical grounds and for whom suitable accom- 
modation was not otherwise available. Mr. BEVAN said it 
would be difficult to administer a hospital if the management 
committee had not reasonable security for some of the pay 
beds provided. In the case of the pay blocks it was implicit 
between the Regional Boards and the specialists using the pay 
blocks that there should be a firm contract. The specialist 
would have made available to him a certain amount of accom- 
modation in a separate wing. If that were open to be assailed 
at any moment on the same grounds as pay beds the specialist 
would not know where he stood. 

Dr. BarNETT StROssS thought the word “ urgently ” might act 
partially against the majority of people. The provision was 
already qualified by the words “on medical grounds” and 
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might safely be left to the discretion of the matron or hospital 
board. Mr. Messer withdrew the amendment. 


SPECIALISTS’ PRIVATE PATIENTS 


Mr. MESSER then moved to omit subsection 2 of Clause 5, 
under which the Minister can allow any specialist on the staff 
of a hospital providing hospital and specialist services to make 
arrangements for the treatment of his private patients either at 
that hospital or at any other such hospital. He said the Minister 
was taking over voluntary hospitals which had been used by 
specialists for the treatment of their own cases. The hospitals 
would be public property and the specialists would be paid 
from the public purse. There was a grave danger in specialists, 
who might be servants of the State, being entitled to treat their 
patients privately and being paid by those patients for that 
service. He foresaw better treatment for those who could 
afford to pay for it. 

Mr. SOMERVILLE HASTINGS said he was sure no doctor did a 
‘elter operation for private patients than for ordinary patients, 
but he was sure that they gave more personal attention to the pri- 
vate patients and left more to the house-surgeons and registrars 
in the case of the other patients. When these hospitals came 
under State control everyone would have a right to treatment 
in them. Why should anyone wish to pay the doctor unless 
he expected to get better treatment by so doing? The Com- 
mittee was making the individual who received the payment 
the arbiter whether beds should be used for patients for whom 
payment was received. Mrs. Brappock said that a part-time 
specialist service would be what the country would have to use 
for the time being. While that existed Parliament must allow 
part-time specialists to charge a fee. If the specialist was paid 
a full-time salary he had no right to charge a private patient ; 
the Clause might need some alteration to fit that position. 

Dr. TaYLor hoped that in the side wards fees would not be 
charged because otherwise appalling abuses would be liable 
to arise. Everyone who had worked as a hospital administrator 
had seen from the inside the difficulties which continuously 
arose when the specialist's pocket pulled against his good judg- 
ment. In this Clause Mr. Bevan not merely was giving the 
specialists what they wanted in private accommodation but 
would subsidize their activities. If the patient was in a private 
ward and needed a blood count or an x-ray examination he 
would still be entitled to that service under the Bill. Labour 
Members did not like this arrangement but accepted it reluc- 
tantly as a necessity of the situation. The way to overcome 
the problem was to make full-time hospital practice so attrac- 
tive that every specialist elected to become a full-time hospital 
specialist. 

Dr. MorGAN said his experience of both general practitioners 
and specialists was that their standard of conduct and ethics 
was as high as that in any other section of the community— 
certainly as high as that among trade unionists or M.P.s. The 
part-time specialist must be given a concession of this kind, 
and Dr. Morgan saw nothing which would tempt the specialist 
to do something which would be regarded as unethical. 


A FULL-TIME SALARIED SERVICE OF SPECIALISTS 


In reply to Sir Lucas Tooth, Mr. BevaAN said the patient him- 
self would determine whether he was a private patient. If he 
wished to insist upon selection of a doctor he would become 
a private patient. He (Mr. Bevan) admitted that specialists were 
being given favourable treatment, but he believed that by this 
means Parliament would eventually obtain a far higher standard 
of service. Radiological examinations, blood counts, and all 
the other facilities of a hospital would be available to a patient 
free, and thercfore the Committee was not favouring a patient 
by not charging him for them if he himself was paying for a 
specialist. No additional facilities were being given. But what 
the Committee must-try to procure was that the specialist was 
induced so far as possible to spend all his time at the hospital, 
both for his own sake and, in the case of the teaching hospitals, 
for the sake of the students and for the whole atmosphere of 
the hospital. It would be disastrous if there grew up in Great 
Britain a rash of nursing-homes where the specialist intellectu- 
ally.isolated himself and where the patients would not get the 
same standard of treatment. Unless the Committee agreed to 
the subsection that situation would arise, and not only in this 
country. In the past the prima donnas of the medical pro- 
fession had influenced administrative policy because they could 
use their influence to attract money jor the hospitals. In 
future the financial pulling-power of the medical prima donna 
would no longer be necessary to the hospitals. Replying to 
Mr. Somerville Hastings Mr. Bevan said that the attraction of 
funds would also disappear in the case of the teaching hospitals, 
which had had bitter experiences of theoretically possessing a 
specialist on their staff who was not available for general 
hospital purposes. In future a hospital would not have to 
placate the idiosyncrasies of a specialist to build up its own 


patients and to find its revenues. He had made special efforts 
to enable the specialist to attend patients in several hospitals. 
There was a lot of intellectual in-breeding in some big teaching 
hospitals. The specialist would be in contract with the Regional 
Board, and would move quite freely throughout the whole of 
the system. The necessity for the specialist to have continuous 
care of the patients he treated must not undermine the principle 
of mobility within the service. The specialists were in contact 
with the Regional Boards and in contact with teaching hospitals. 
He hoped to make arrangements with the teaching hospitals 
whereby the specialists attached to a teaching hospital would 
not spend all their time there. By spreading the specialist 
over the hospitals the Ministry was limiting the possibility of 
abuse. The whole momentum of the scheme would be in the 
direction of a full-time salaried service for specialists at 
hospitals. 

Sir H. Morris-Jones: That is what we are afraid of. 

Mr. BEVAN said at present many young men from the Forces 
would be in a better position if this scheme were in operation 
and the Ministry could use their services immediately. The 
Ministry wished the apparatus it was providing to be used by 
the medical profession in the freest possible professional 
manner, but it wished to secure that the administration of 
the hospital itself was, so far as possible, in secular hands. 

Mr. Messer withdrew his amendment. 


G.P.’S PRIVATE PATIENTS 


Mr. LINSTEAD moved to insert additional words to sub- 
section 2 which would grant the same facilities [for treatment 
of private patients] to “any medical practitioner providing 
general medical services in the area of any hospital.” The 
intention of the amendment was to ensure that general practi- 
tioner beds should be available at hospitals. Col. SropparRT- 
Scotr said that Mr. Bevan himself during the Committee 
Debate on May 16 had conceded it to be vital that general 
practitioners should be encouraged to visit their patients in 
hospitals. Mr. Bevan said that presumably these patients were 
entitled to free hospital services, and they could afford, or for 
some reason wished to acquire, private accommodation in a 
general practitioner hospital. He hoped that a general practi- 
tioner would have access to his patients in every hospital ; he 
would not charge hospital fees because it would be a private 
patient and he would be charging general practitioner fees. 
On the other hand the patient would pay for the bed and 
would have the general hospital service free. Therefore the 
Ministry was not interested whether the patient was paying the 
general practitioner. If the patient was on the general practi- 
tioner’s list then the doctor could not accept the fee, but if 
the general practitioner had a patient who was paying a private 
fee that practitioner could treat his patient in the hospital in 
the same way as he could treat his free patients. The Ministry 
encouraged the general practitioner to have these facilities, and 
Mr. Bevan understood that they were available. In a general 
practitioner hospital where no specialist’s services were required 
a general practitioner would normally be in charge of his patient 
and would prescribe the treatment. Where the patient was in 
the hospital under a specialist the relationship between the 
specialist and the general practitioner was a matter for the 
hierarchy. It was a fact that there were some hospitals from 
which the general practitioner had been barred in the past. He 
wanted to make it clear that the general practitioner should give 
treatment in a general practitioner hospital to persons who 
could not get treatment at home but suffered from something 
that did not require specialist treatment. He would consider 
whether it was necessary to put down an amendment to make 
that clear. The amendment was withdrawn. 

Mr. Henry STRAUSS moved to leave out the words which 
enabled the Minister to prescribe regulations fixing the maxi- 
mum charges to be recovered by specialists for treatment of 
private patients. He supposed the idea of the words was to 
secure some limitation of maximum income for the surgeon. 
His own view was that that was not good sense and not even 
good socialism. The Minister had made it clear that he wished 
to get as many specialists into the National Service as possible. 
The Minister was putting strong pressure on the specialist to 
come into the scheme, otherwise the specialist could not get 
his patient into the hospital. Why then should the Minister 
deprive first-rate men of first-rate prizes? 

Mr. BEvAN said he would like to warn Members that if long 
polemical speeches were made on Committee points the Com- 
mittee would not be able to get the Bill through on its time 
schedule. The Committee adjourned. 

On May 22 Mr. Hopkin Morris, resuming the discussion 
of Mr. Strauss’s amendment to Clause 5, said that if the words 
which Mr. Strauss proposed to omit were retained they would 
defeat the aim of the Minister. His aim was to bring private 
patients into the State hospitals, but the words now challenged 
would drive them out. Mr. BEvAN replied that if he thought 
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the Clause would drive specialists away from the State hospitals 
into private nursing-homes he would accept the amendment, 
but he did not think that that would be the effect. It was 
reasonable that the Ministry should seek to protect patients 
against exorbitant fees for operations to be performed in State 
hospitals with State facilities. He thought that the “ ceilings ” 
would probably be fixed fairly high as they now were in many 
hospitals, and very good incomes would be obtained under 
them. He was not capable of stating what would be reason- 
able fees for different operations by different specialists and 
he did not propose to try; there would be a range of fees 
with a maximum. The amendment was negatived. 


A SAFEGUARD FOR THE PUBLIC 


Col. StToDDART-Scotr moved to add at the end of the sub- 
section a provision that the Minister 
“shall allow any specialist to make arrangements on similar terms 
with the Hospital Management Committee or Board of Governors 
constituted under the following provisions of this part of this Act 
for the treatment of his private patients at any hospital for which 
such Committee or Board are responsible.” 


He said this proposed that any specialist, even those outside 
the scheme, should have the use of the national services and 
be able to make arrangements to send their patients into the 
hospitals so that the patients might have the inalienable right 
to the hospital beds and the specialists’ services. This was not 
for the benefit of any individual consultant or specialist but 
so that the people could have some safeguard. The desire of 
the people for an independent opinion from a specialist not 
in the Government service would still exist—for example, in 
war pension cases and industrial injuries. Sir H. Morris-JONES 
said Mr. Bevan could not expect to get every consultant and 
specialist in the kingdom into the scheme straight away; the 
scheme would ostracize a number of reputable medical men 
in this country. Mr. LiINSTEAD, supporting the amendment, 
thought it should not go out from the Minister that freedom 
of choice of doctor and freedom of choice of hospitals had been 
rejected. Those two things were regarded as basic principles 
of the Bill. 

Mr. BEVAN said the amendment would provide an induce- 
ment to doctors and specialists to remain outside the scheme. 
They would say, “ We can sabotage the service by staying out- 
side and we can always use it if we want to.” If the medical 
profession were more hostile to this scheme than they appeared 
to be that would be extremely dangerous. A specialist or 
consultant physician who was not attached to a hospital and 
did not avail himself of the clinical experience and knowledge 
which accumulated there would not be the person anyone 
would wish to consult. As for the argument that people would 
like to have an independent opinion, the fact was that the 
doctors would not be employees of the State. They would 
be under contract to the governing boards of the teaching 
hospitals and not under contract with the Ministry of Health. 
They would be perfectly free. They were largely part-time 
people, and it was absurd to suggest that these highly qualified 
men with vigour of mind and character would concede for a 
moment that they would not be able to give a second opinion 
hostile to the first because the State might be involved in some 
way. In any case an insignificant number of persons were 
going to be outside the scheme. : an 

Mr. REID pointed out that Mr. Bevan had said a specialist 
must keep in touch with hospital practice. He asked whether 
Mr. Bevan would offer these men the opportunity of keeping 
a substantial part of their time, say half, for private practice. 
That would influence many specialists. The Committee had 
not yet heard about the terms on which people were allowed 
to come in as specialists. Mr. BEVAN replied that so long as a 
specialist was attached to the public service, no matter in how 
small a degree, he was conceived to be in that service. There 
would be no question that he must spend half his time in the 
hospital ; it might be much smaller than that. 

The Committee divided and the amendment proposed by 


Col. Stoddart-Scott was defeated by 28 to 14. Clause 5 was 


then ordered to stand part of the Bill. 


LOCAL OWNERSHIP OF HOSPITALS 


On Clause 6 (Transfer of hospitals to the Minister) the chair- 
man, Mr. BowLes, said he proposed to call two amendments 
in the names of Mr. Willink and Mr. Reid. The main dis- 
cussion would turn on the second one. ‘ : 

Mr. Law moved the first amendment, which provided that 
the transfer should be made “ where on the appointed day the 
Hospital Management Committee for any voluntary hospital 
has not been appointed under this Act or such later dates as 
a Hospital Management Committee shall be so appointed. 


Since, he said, this amendment was consequential to the second 
one he intended to address himself to the second, which pro- 


posed to leave out the words transferring to and vesting in the 
Minister all interests in premises forming part of a voluntary 
hospital, and inserting instead words transferring these interests 
to “the Hospital Management Committees-or the Boards of 
Governors constituted under the following provisions of this 
Act.” Mr. Law said that Mr. Bevan could accept these amend- 
ments without losing his main objectives; he would still be 
able himself to provide the integrated hospital service which 
he thought was necessary. He would still have the duty to 
provide the service ; responsibility for it would still be on his 
own shoulders ; administration of the hospital service for the 
region would still be in the hands of the Regional Hospital 
Board. The hospital premises would not vest in any outside 
body, but either in the Management Committees appointed by 
and responsible to the Regional Board or in the Boards of 
Governors appointed by and responsible to the Minister. The 
Committee had decided already that responsibility for the 
regional administration should be with the Regional Board 
and with the Minister, but it was of the utmost importance 
that the Management Committees and the Boards of Governors 
should have the fullest responsibility for the administration 
of their own local unit. 

Mr. BEVAN said the argument here was that the hospitals 
should cease to be in their existing ownership and should vest 
in the Management Committees or the Regional Board as the 
case might be. It would be simpler if all hospital property 
was vested in the Minister. A time might arise when the 
Management Committee might be replaced by some other 
administrative body, bringing the complications of transferring 
the property to a body which Parliament would have to define. 
Ownership would not conduce to the authority of the Manage- 
ment Committees under the Regional Boards. What would 
conduce to their authority and autonomy were the administra- 
tive functions which the Minister gave them and the financial 
flexibility of the whole machine. 

Cmdr. MAITLAND said under central financial control there 
must be some form of central bulk purchase with the Treasury 
overshadowing the buying. He would prefer local control in 
these matters. Mrs. MIDDLETON asked for an assurance that 
where the names of hospitals had a commemorative association 
those names would be maintained on the transfer of owner- 
ship. Mr. BEVAN gave this assurance, saying it was hoped to 
preserve the identity and names of association of such hospitals. 

Mr. REID pressed for an assurance that the Ministry of Works 
would have nothing to do with the hospitals. He asked whether 
alterations were to be done by the Regional Board through 
local architects or by the Ministry of Health through its build- 
ing section, or through the Ministry of Works. Nothing could 
be more disastrous for hospital progress than that the Ministry 
of Works should be the Government’s agents. He further 
inquired whether maintenance of existing buildings would be 
left to the discretion of the Regional Board or a local com- 
mittee, and whether it was proposed that transfer of owner- 
ship should take place before the new Hospital Committees 
were in the saddle. 

Mr. BEVAN said he could not agree that ownership would 
carry with it other powers, such as employment of architects. 
The wide body of knowledge at the disposal of the Ministry 
of Health with the many technical advisers available was more 
likely to produce a good hospital design than was a local 
Management Committee. The idea that when the Ministry of 
Works stepped in ruin followed was astonishing. Cmdr. 
Maitland had said he hoped there would be no standardized 
buying. Mr. Bevan confessed that he hoped. there would be 
some. The amendment moved by Mr. Law was defeated by 
26 to 17, and the amendment linked with it was not taken. 

Mr. KEY moved to insert words to make clear that easements 
and rights attaching to hospitals and the premises of hospitals 
were transferred with the premises themselves. An example 
might be a right of way over adjoining land for approaching 
a hospital. Dr. MorGANn asked for an assurance that where 
hospitals or insti:utions owned land, such as farms, or had 
houses on land adjacent for the housing of the staff these 
properties would be transferred. Mr. Key said the transfer 
would occur if the properties were for the purpose of running 
the hospitals. If they were on!y for the purpose of endowment 
they were dealt with in Clause 7. The Committee agreed to the 
amendment. 


PREMISES OF TEACHING HOSPITALS 


Sir HuGH Lucas-TootH moved to add the words “ other 
than a teaching hospital” in the subsection providing for the 
transfer to the Minister of premises forming part of a volun- 
tary hospital. His intention was that buildings and equipment 
now belonging to teaching hospitals should be transferred not 
to the Ministry but to the new bodies which were to administer 
the teaching hospitals. There was a genuine feeling within the 
hospitals that if legal possession of these buildings was taken 
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away it might be the beginning of the end of their particular 
identity and a threat to the existence of their particular name. 
It was common sense to say that responsible boards governing 
teaching hospitals should be given power to carry out minor 
structural alterations without consulting Government Depart- 
ments. If the Minister gave an assurance that the Ministry of 
Works was not in the Bill that would go some way towards 
meeting the objection. There would be difficulty in apportion- 
ing the buildings and assets of the teaching hospitals so as to 
transfer to the Minister only that part which was strictly the 
property of the hospital while leaving the other part to the 
medical school. Mr. SOMERVILLE HASTINGS said King’s College 
Hospital had been completely rebuilt during the last 30 years, 
but did not lose its tradition. It had moved from the centre 
of London to the outside, but the tradition still remained. 
Whoever might own these hospitals their identity would con- 
tinue as long as their teaching schools remained and as long 
as the tradition remained. The hospitals would lose nothing 
by being taken over by the Minister. 

Mr. BEVAN said he had devised a scheme for administration 
of teaching hospitals which would leave them with the utmost 
economy consistent with the general hospital service. He 
believed the scheme commended itself to practically all the 
teaching hospitals. Some persons connected with these hos- 
pitals had apprehensions which were not based upon facts. 
Mr. LINSTEAD said he and other members had received a letter 
from the Voluntary Teaching Hospitals Association saying that 
the amendments before the Committee were essential for the 
smooth and efficient working of the proposed service. That 
letter was dated May 2. Mr. BEvVAN said he had been under 
the impression that the scheme in the Bill was highly satis- 
factory to the teaching hospitals. Transfer to the Ministry 
would not make St. Thomas’s any less St. Thomas’s, Bart’s any 
less Bart’s, or Guy’s any less Guy’s. Their identity and con- 
tinuity of tradition would be unbroken. They would be enlarged 
and on much firmer foundations. Furthermore, the Ministry 
wished power to create new teaching hospitals. It had been 
suggested that under the Bill the Board of Governors could not 
spend money on structural alterations, but Clause 12 gave them 
power to maintain any premises forming part of or used in 
connexion with the hospital. That included making structural 
alterations. There would be a global budget, and within that 
budget teaching hospitals would be expected to discharge those 
responsibilities. If pressure came from the teaching hospitals 
to enlarge what they had it might be easier for him (the 
Minister) to yield to pressure from other directions to take 
away from them something they had already got. If the 
hospitals insisted on certain modifications in their direction to 
get their consent, other modifications might be made to get 
greater enthusiasm for this scheme from other quarters. He 
asked whether the teaching hospitals would prefer to own their 
buildings and have the obligation put on them to spend their 
endowments on capital expenditure. Most of the endowments 
which had been given to teaching hospitals were provided for 
general hospital purposes. They amounted to a sum in the 
region of £11,000,000. In the Bill he accepted the obligation 
of maintaining the buildings and of adding more buildings when 
needed, leaving this £11,000,000 to the teaching hospitals. 

The amendment was defeated by 25 to 17. 


LIABILITIES OF HOSPITALS 


Mr. Key moved to leave out the phrase in Clause 6, sub- 
section 1, dealing with the transfer to the Minister of all 
liabilities to which the governing body of a voluntary hospital 
is subject immediately before the appointed day and to insert 
“rights and liabilities to which any such governing body or 
trustees were entitled or subject immediately before the appointed 
day, being rights and liabilities acquired or incurred solely for the 
purposes of managing any such premises or property as aforesaid 
or otherwise carrying on the business of the hospital or any part 
thereof, but not including any endowments within the meaning of 
the next following section or any rights or labilities transferred 
under that section.” 


Mr. Key said the amendment amounted to this, that on the 
appointed day the hospitals would be taken over as running 
concerns. Contractual rights which had been made with 
suppliers of goods, drugs, fuel, and so on would be included 
with the liabilities. The amendment would not apply to some 
rights acquired by the management of the hospitals under some 
covenant to pay a yearly sum by way of endowments—that is. 
it would not apply to endowments within the meaning of 
Clause 7. 

Mr. Reip said that under the Bill, as introduced, rights under 
gratuity covenants would have lapsed because the latter were 
covenants to pay a voluntary hospital. He thought a court of 
law would hold that the covenant fell because the foundation 
of it was abolished by this Bill. If that was so the Minister 
was really resuscitating these covenants for the benefit of the 


Exchequer, because the greater part of the purposes for which 
the endowments fund would be used were purposes for which 
the Exchequer would have to pay if there were no endowments. 
He did not see why someone who wished to support a local 
hospital should now be told that he had to support a fund 
which applied to the whole country. This would be so whether 
Clause 7 (Endowments of voluntary .hospitals) was carried or 
not. Mr. BEvaN said it would be appropriate to raise that point 
on Clause 7. All the Committee was doing at present was 
tidying up the Bill to make certain that the running contracts 
of the hospitals were carried over. The amendment was 
agreed to. 

Sir HAROLD WEBBE moved to leave out words in Clause 6, 
subsection 2, which transferred local authority hospitals to the 
Minister. He said these hospitals were already publicly owned, 
and the purpose of a transfer must be to remove them from 
the control, administration, and direction of local authorities. 
Mr. Bevan said the principle of transfer had already been 
determined and could not be varied in the case of local authority 
hospitals. The amendment was negatived. 

Further drafting amendments were made on the motion of 
Mr. Key. By one of these provision was made so that property 
owned by a visiting committee should be transferred at the 
same time as the property and liabilities of the local authority. 
He said that at present visiting committees of mental hospitals 
took charge of funds and undertook liabilities in connexion 
with a mental hospital owned by and run by a local authority 
or a joint board. 

Mr. LINSTEAD moved to insert words to provide that the 
Minister could also decide not to take over a hospital where it 
appeared to him that its transfer was inexpedient on the grounds 
that provision of medical services or the services of specialists 
was not the main purpose of such hospitals. Mr. BEVAN said 
although “ hospital ” was defined in the Bill, the kind of insti- 
tution to be taken over would largely depend upon the recom- 
mendations of the Regional Boards and the ultimate hospital 
plan. It was not intended to take over institutions which were 
not specifically hospitals or ancillary to hospitals. Mr. LINSTEAD 
said he was thinking of Papworth, for tuberculosis patients. 
Mr. BEVAN said that was really a hospital. Mr. LINSTEAD 
cited homes for the dying and homes for the incurables. In 
his constituency incurables did not go to one well-known home 
for medical attention, but to spend their last years and for 
nursing services. Mr. BEVAN said if the institution were not 
required for general purposes it would not be taken over. In 
some cases it might be in the interests of the inmates and those 
responsible for the institution that it should be taken over. 
He would not like to be pressed to exclude institutions of that 
sort. 

Mr. MESSER said the Registered Hospitals Association 
covered some 13 hospitals which specialized in certain cases, 
and there was no question of any loss of revenue. One of 
them was St. Andrew’s Hospital at Northampton, where 
especially valuable work was done. He could not find any 
way of fitting it into the general scheme. Dr. MorGAn cited 
the Roffey Park Rehabilitation Centre, which was run privately, 
the Homoeopathic Hospital, and the Jewish Maternity Hospital. 
Mr. BEVAN asked members not to press the case of those special 
hospitals at the moment. There was provision for arbitration 
in Clause 9 of the Bill. The powers of the Bill were wide 
enough. If the special hospitals were taken over that would 
be done because the services they rendered were necessary in 
the general hospitals service. There was no reason why the 
Regional Boards should not administer them for national 
purposes. Mr. Linstead withdrew his amendment. The Com- 
mittee then adjourned. 


TRANSFER OF PROPERTY 


Resuming on May 23 discussion of Clause 6, Mr. J. S. C. 
REID moved an amendment to subsection 4, which provides 
that all property transferred to the Minister shall vest in him 
free of any trust existing on the appointed day. The subsection 
goes on to provide that the Minister may use such property 
for any of his functions under the Bill, but shall so far as 
practicable secure that the objects for which the property is 
used immediately before the appointed day are not prejudiced. 
Mr. Reid moved to substitute for the latter provision the 
words: 

“But the Minister shall use any such property for the purpose 
for which it was used or within the district in which it was situated 
immediately before the appointed day unless the Minister shall be 
satisfied on the advice of the Regional Hospital Board and of the 
Central Council that there is no need for hospital accommodation 
to be provided for that purpose or within that district.” 


The Opposition agreed that there ought to be some change 
from the existing position with regard to both buildings and 
property, but thought that diversion of property from its 
original use and purpose should be under more precise limits. 
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his proposed amendment Mr. Reid would not object if the 
ference to the Central Council were omitted. The Minister 
ould have power to consult the Council in the case of large 
ational endowments, but in general the Regional Boards ought 
o be consulted. 
_ Mr. Key said the amendments restricted the value of the first 
= lines of the subsection, which transferred the property to 
he Minister free of any trust. The Government aesired that 


there should be freedom to use property for the purpose of | 


working out a hospital system which would be to the general 
benefit of the particular district in which the hospitals were 
ituated. The trust mentioned might involve that a particular 
institution should be used only for patients from a particular 
district or only to give a certain type of service. In the develop- 
ment of a full hospital system it might well be that institutions 
were given a definite function, and this might be other than 
that put down in the particular title deeds. The Government 
desired that the wishes of the donors should be followed “so 
far as practicable,” and that was provided in the Bill. These 
matters of detailed administration were not subjects on which 
the advice of the Central Council could be sought. The 
Regional Hospital Boards would be the instruments through 
which the service was to be developed in any area. The 
Government could not accept the amendment. 
_ Mr. LinsteaD said the clause was a basic interference by the 
‘Government in the freedom of the citizen to dispose of his 
property in his own way. There seemed to be nothing in the 
Bill to prevent the Minister selling property and applying .the 
proceeds of the sale in a different part of the country. 
Mr. MEsSER Said if the amendment were carried it would mean 
that the orthopaedic hospital at Stanmore must continue to 
treat nothing but orthopaedic cases, and that the sanatorium 
‘at Harefield, not far away, would come within the region but 
could not transfer to Stanmore any cases other than ortho- 
-paedic cases. A lot of orthopaedic work concerned children, 
_for whom there were hospital schools. Under the amendment 
‘it might be possible to bring children to Stanmore Hospital 
‘and Harefield Sanatorium, but at neither place would the 
children get the education they would receive if the work were 
co-ordinated. 

Mr. Key said that in a given area there would be a number 
of institutions which would come under one hospital com- 
mittee or would certainly be in the area of one Regional Board. 
To work out a really efficient hospital system modifications and 
changes in the use of existing institutions would be necessary. 
So far as practicable the objects for which an institution was 
founded would be followed, instead of changing its purpose 
merely by whim. The amendment gave no freedom of move- 
ment to the Regional Boards or to the Ministry in this matter, 
and would make impossible the working out of a hospital 
scheme. The Government must be free to organize and adapt 
on the complete undertaking that so far as practicable the 
purposes for which the foundation was made originally should 
be observed. The proposed amendment was rejected by 29 
to 1%. 

Mr. Reip then moved to omit the whole of subsection 5, 
which deals with the regulations permissible under the clause 
for interests in premises between the Minister and personnel. 
He remarked that the subsection started with the words “ regu- 
lations may provide,’ but the Committee did not know the 
lines on which these would be made. The Committee was now 
discussing premises used partly for hospital purposes and partly 
for some other purpose. 

Mr. Key said there might, for example, be a hospital institu- 
tion where arrangements had been made for general hospital 
treatment but which was connected with teaching hospitals 
and used for that purpose. It might be necessary to make an 
apportionment to the governors for carrying out their functions 
as a teaching hospital, while another part of the institution was 
used as a part of the general hospital system under the manage- 
ment and control of the Regional Board. All the regulations 
would be placed before Parliament. Mr. Reip said the sub- 
section could not apply to the example given by Mr. Key. The 
provision applied only to premises where part was to be taken 
by the Minister and part was to remain under the old owner. 

Mr. Key said that until the Ministry came up against the 
problem of adaptation in actual experience it could not say 
what types of apportionment would be involved. There would 
be the safeguard of arbitration and the presentation of the 
regulation to Parliament. The amendment was negatived. 


SUPERANNUATION 

In subsection 6 of Clause 6, which provides that this section 
shall not apply to rights and liabilities arising out of contracts 
for rendering personal services, Mr. Key moved to omit the 
rest of the subsection and to substitute: 


“Or to rights and liability arising out of any enactment, scheme, 
or contract providing for the payment of superannuation benefits, 


except superannuation benefits payable in respect of officers emp!ayed 
for the purposes of a voluntary hospital who had ceased to be 
so employed before the appointed day, but this subsection shall be 
without prejudice to the provisions of Part VI of this Act relating 
to the transfer and compensation of officers and the superannuation 
of officers.” 


The purpose of the amendment was to exclude from the trans- 
fers of rights and liabilities the rights and liabilities relating 
to superannuation in order that they might be considered when 
the Committee dealt with Clauses 63 and 72. One important 
exception was where a voluntary hospital had a liability for 
payment of superannuation to somebody who had actually 
retired. Liability for that was transferred to the Minister. 

Mr. MESSER stated that local authorities were disturbed at 
the prospect of having to carry the liability into the new 
service when, in fact, they were not responsible for the officers 
transferred. Mr. Rei said he had in mind officers of certain 
voluntary hospitals who had no legal right to a pension but 
had a pension granted at pleasure. In fact the pensions were 
always paid and the: officers had a morai right to them. The 
question arcse in mental hospitals. He trusted it was the 
intention of the Government to take over that moral liability. 
Obviously the governors of the mental hospitais would not 
have any funds in the future and these people would be left 
stranded. 

Mr. Key said the arrangements under Clause 6 for super- 
annuation did not relate to the carrying on of superannuation 
schemes for the employees who would be taken over with the 
institutions. Mr. Reid had raised an important case, and the 
feeling of the Ministry was that it should give ex gratia pay- 
ments to those people with the permission of the Treasury. 
That was the intention. The amendment was agreed to. 


INTERIM DIFFICULTIES 


On the motion that Clause 6 as amended stand part of the 
Bill, Cmdr. MAITLAND said it was the duty to some extent of 
people who controlled hospitals to turn endowments into build- 
ings. He asked the Minister if he would help voluntary 
hospitals which were now in difficulty about their position in 
the interim period. Many hospitals had saved during the war 
to be in a position to build, for example, new maternity blocks. 
Mr. MESSER said that a month ago his own authority passed 
a development plan involving £20,000,000. The Minister would 
not let it spend that sum because it could not give building 
labour, but the authority had the money and the sites, and the 
scheme was planned. No time should be lost in informing 
those hospitals which were to be outside the scheme. Turning 
to the regulations proposed in Clause 6, Mr. .Messer said a 
recent conference called by the L.C.C., the Association of 
Municipal Corporations, and the County Councils’ Association 
regarded with disquiet the fact that the Minister was not com- 
pelled as the clause stood to provide regulations, and that local 
authorities or voluntary hospitals would not be able, by right, 
to choose arbitration. 

Sir H. Morris-JoNeES asked how much time the hospitals 
had before the appointed day and what powers they would 
have in the interim period so that they could proceed with 
some of their schemes. Dr. MorGan, Mr. PiraTIN, and 
Mr. LINSTEAD asked the Minister to make a pronouncement 
on special hospitals, such as the Royal Masonic Hospital 
and the Manor House Hospital. - Ministry of Pensions 
hospitals, and the Swiss, French, and German_ hospitals 
in London were cited. Mr. CoLLins said much of the dis- 
cussion and many of the amendments had not been remotely 
concerned with the welfare of the people who entered the 
hospital. His friends desired some assurance on behalf of 
the patients of prompt entry, swift and accurate diagnosis, 
skilled medical treatment, careful nursing, and suitable food. 
Mr. Henry Strauss asked for a specific reference to the 
registered mental hospitals, some of which were financially 
independent and were anxious to continue without interference 
and to make developments ; but Dr. TAYLor hoped the Minister 
would not give such an assurance. 


MINISTER'S REASSURANCE 


Mr. BEVAN said there need be no apprehension on the part 
of hospitals concerning their power to extend, because the limit 
was lack of labour and materials. But if they had ambitious 
building projects they would not be able to carry them out. 
Emergency schemes must be put in hand, and approval had been 
given for a number of extensions and adaptations. If a hospital 
had a project which it thought to be one of high urgency it 
should make an application, and this would be considered. It 
would be impossible, ahead of the hospital plan, for any 
regional area to approve great building projects, even if the 
country had the labour and materials, because the Ministry 
did not know what would be the relation between one hospital 
and another until the plan had been made. As soon as the 
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Bill was passed the Ministry would establish the Regional 
Boards in order that plans might be made as soon as possible. 
As they were being made the hospitals would learn what their 
position was to be. Therefore they.would have an idea as the 
schemes were being formulated, quite a substantial time before 
1948. The Bill gave the Minister power to bring parts of the 
scheme into operation at different appointed days so that all 
the scheme would not be suspended until one day in 1948. 

There was no doubt that any scheme in which the State 
accepted responsibility for free hospital service would damage 
and undermine the incomes of voluntary hospitals. But those 
responsible for voluntary hospitals were keen about their job, 
and he could rely upon them to keep their hospitals up to the 
highest pitch of efficiency. In the meantime voluntary hospitals 
should be maintained by those who had been accustomed to do 
so, and he hoped that those who could would help the hospitals 
by donations, and that those who made weekly contributions 
would continue to do so until the insurance scheme was in 
operation. Voluntary hospitals might have to eat into their 
capital resources or incur overdrafts, and these overdrafts would 
have to be transferred with the hospitals. His statement did 
not indicate a wish that the hospitals should begin’ to pile up 
overdrafts. If they did so they would get into difficulties, not 
from the point of view of surcharge but because the overdraft 
would be deducted from the assets when considering how much 
of the endowment funds were to be made available in the future. 
So far as possible the Ministry would try to push the endow- 
ments down into the management committees where they would 
fertilize the whole service. Therefore, the vigilance of the 
voluntary hospitals would assist in building up the funds of 
which they would have possession later. 

He could not say what special hospitals would be left our- 
side, because the Regional Boards must be able to look at all 
the hospitals available to see what they would need for an 
efficient hospital service. Furthermore, many of the special 
hospitals, like sectarian hospitals and hospitals giving special 
forms of recognized therapy, might want to come into the 
scheme, because if left out of it they might be ruined. Ali 
patients who now went into those hospitals and paid for treat- 
ment would be entitled to free hospital treatment. If these 
special hospitals were brought into the scheme it must be re- 
garded as a principle that their special sectarian and individual 
character must be preserved. It must be the obligation of the 
Regional Boards to see that their management committees were 
of a character which maintained the continuity of the character- 
istics of those institutions. He gave that absolute guarantee. 

He would not say that he intended to lay hands on the 
Admiralty hospitals or the hospitals of the Ministry of Pensions. 
These were Crown hospitals. Later, when the scheme was in 
full operation, he might see how the other Departmental 
hospitals could be dovetailed into the general health service. 
He made no definite promise. The Government hoped to 
preserve the plastic surgery groups, which had done magnificent 
work during the war. 

Clause 6 as amended was ordered to stand part of the Bill. 


t ENDOWMENTS OF VOLUNTARY HOSPITALS 


On Clause 7 Mr. RE1D moved to leave out the words which 
restricted to hospitals designated by the Minister as teaching 
hospitals the provision that all the endowments shall be trans- 
ferred to and vest in the board of governors. He welcomed 
the stress laid by Mr. Bevan on the importance of having a 
responsible management committee in charge of a particular 
hospital group. The Minister should allow the management 
committee of that group to keep the funds which were now 
vested in the particular hospitals concerned. In his amendment 
he was trying to bring the other hospitals into line with the 
teaching hospitals. 

Mr. BEVAN said Conservative members forgot that what the 
Committee was anxious to do was to take the provision of 
hospital services away from the atmosphere of private charity. 
The Chancellor of the Exchequer would have been entitled to 
take all this money and use it to finance the scheme, because 
all this money was provided for general hospital purposes. The 
finances for general hospital purposes would be found by the 
State. The money under discussion was pocket money. The 
Ministry would try by global budgets to give the Regional 
Boards and the hospital Management Committees freedom of 
movement within the budget, and by making this money avail- 
able to them would give them even more elbow room to 
provide more amenities and spend additional sums. 

Mr. StRaAuss said the provision in the clause was without 
precedent. The Courts of Chancery and Parliament had always 
been careful to follow so far as possible the wishes of donors 
and testators. Capt. MARSDEN, noting that money coming from 
voluntary sources was to be pocket money outside the funds 
provided by the State, asked whether the income allocated year 
by year from King Edward’s Hospital Fund would be seized 


= disbursed by the Minister. To this Mr. BEVAN said 

The chairman, Mr. Bow Les, said the amendment did not 
deal with the purpose for which the funds were to be used. 

Col. Stoppart-Scorr pointed to the situation in some indus- 
trial cities of the North, like Leeds and Bradford, where there 
was a teaching hospital in a university city next to another city 
with a large hospital but a university college. In Sheffield and 
Hull there were a university hospital and a teaching hospital in 
one city, and a university college and a large hospital in the 
other. One would retain its endowment and use it as it wished, 
while the other would get a share-out as the Minister arranged. 
He hoped the Minister would consider places with university 
colleges which in time would become universities and might 
establish medical faculties. What would be the position after 
the appointed day if the Minister had not made any additional 
teaching hospitals and some of the university colleges developed 
medical faculties? Would he be able to give back their endow- 
ments to places like Bradford and Hull? 

Mr. BEVAN said the Committee would have to deal with that 
separately. It would have to be managed somehow. That was 
not the situation at present in connexion with some hospitals. 
Some had more money than they needed while others had no 
money at all. That could not be allowed in a properly organ- 
ized hospital service. If teaching hospitals were created the 
Ministry would have to provide for them. 

On a division the words which Mr. Reid proposed should be 
left out were retained by 27 to 13. Further consideration of the 
Bill was adjourned. 


Experimental Health Centres 


Mr. SOMERVILLE HastTINGs asked on May 16 whether the 
Minister of Health proposed to set up health centres so that 
further experience could be gained before the national health 
scheme came into operation. Mr. BEvAN said he did not think 
this would be practicable in the light of present statutory 
powers. He considered it better to press on with the National 
Health Service Bill and then to gain experience under it a 
quickly as possible. 


Penicillin and the Public 


Mr. Bevan told Dr. Barnett Stross on May 16 that he had 
not completed his arrangements for the distribution of peni- 
cillin. The arrangements would provide that, for the present, 
penicillin would be available to the public only on the pre- 
scription of a qualified practitioner. That should be a safe- 
guard against the danger apprehended by Dr. Stross that by 
taking small doses of penicillin indiscriminately the public 
might jeopardize efficient treatment for serious disease. 

Dr. Stross asked Mr. Bevan to take steps to advise the 
public that penicillin did not cure the common cold, or tubercu- 
losis, or many other constitutional ailments. 


Streptomycin 


On May 16 Mr. Percy WELLS inquired to what extent 
streptomycin was being produced in this country ; whether it 
had been used in the treatment of tuberculosis ; and with what 
results. Mr. BEVAN said a number of firms were carrying on 
research and development in connexion with this product, but 
the quantity resulting from these activities, which were on a 
laboratory scale, was as yet very small. It had therefore 
not been possible to use streptomycin in the treatment of 


tuberculosis. 
Colonial Medical Service 


Mr. GeorGE Hatt told Mr. Dodds-Parker on May 15 that 
there were 128 vacancies in the Colonial Medical Service. The 
vacancies were being advertised. Appointments were over- 
taking retirements at the rate of about 15 a month. Mr. Hall 
added that he was not satisfied that the conditions offered in 
a number of Colonies were sufficient to attract highly compe- 
tent specialists, either for short or long terms. He had recently 
made proposa's to a number of Colonial Governments designed 
to remedy this defect. Some of these Governments had agreed 
to the proposa.s ; others still had them under consideration. 


Notes in Brief 


On Jan. 1, 1946, there were 2,693 patients in mental homes and 
institutions managed for private profit under the Lunacy and Mental 
Treatment Acts. The number who left or were discharged as 
recovered or relieved during 1945 amounted to 66% of the number 
admitted. 

Mr. Bevan is considering rules submitted by the General Nursing 
Council to establish a register of nurses who are trained in the 
nursing of tuberculous persons. 

In England and Wales, at March 31, 1946 (the latest date for 
which figures are available) the number of persons who had been 
on waiting lists for institutional treatment for tuberculosis longer 
than 10 days was about 6,200. 
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The Services 


The following have been mentioned in dispatches in recognition 
of gallant and distinguished services in the Mediterranean Theatre: 


Cols. (Temp.) G. Anderton, O.B.E., G. T. Garraway, and H. J. R. Thorne, 
D.S.O.; Lieut:-Cols. (Temp.) F. A. Bevan, T.D., H. Bambridge, T.D., S. M, 
Cornes, A. L. D’Abreu, O.B.E., J. Fleming, G. M. Frizell, T.D., F. D. Hart, 
A. G. Johnson, B. R. M. Johnson, J. B. King, A. J. C. Latchmore, M.B.E., 
W. A. Mill, J. D. W. Pearce, R. W. Raven, L. F. W. Salmon, M.B.E., J. R. St. G. 
Stead, and A. Watson; Lieut.-Col. (Acting) J. B. Bishop; Majors R. V. Facey, 
T.D., G. D. Falconer, and R. A. P. Gray; Majors (Temp.) L. C Beadle, K. 
Cameron, A. V. Dickie, J. A. P. Evans, D. I. Finer, A. Findlay, R. 8. Garden, 
A. Gourevitch, M.C., J. A. Gordon, F. C. Hyland, D. Jefferiss, H. C. Johnston, 
Cc. D. P. Jones, M.B.E., F. Kane, A. B. Kettle, I. Leveson, J. N. Macartney, 
M.B.E., S. Mackenzie, W. Mackenzie, A. A. MacNair, R. L. Marks, W. E. 
Mashiter, R. G. Miller, R. Mowbray, P. B. L. Muldoon, A. D. Newsholme, 
J. G. O'Sullivan, W. A. Owen, E. Pereira, E. H. D. Phillips, H. P. Player, A. H. M. 
Richards, G. I. M. Ross, M. J. Saunders, J. A. W. Shearer, S. B. Smith, O. H. 
Theodor, F. L. Turner, W. M. Walsh, W. J. Walter, R. H. Watson, G. A. Wilson, 
and C. L. Worthington; Majors (Acting) C. W. A. Falconer, B. S. C. Gaster, 
and R. I. McAlley; Capts. H. Abramovich, M.C., J. H. Adams, P¢ B. Angus, 
J. R. Armitage, C. L. F. Beaton, W. H. C. Bell, J. H. Bennett, O. H. Bostock, 
J. Brod, T. O. Candler, M. A. Chamberlain, R. C. Connolly, J. H. Cule, R. B. 
Davies, W. A. J. Donald, L. Dornan, J. F. B. Edeson, P. K. D. Edmunds, G. 
Godfrey, C. L. Grandage, J. Halliday, J. M. Hilditch, J. R. Horn, D. R. Hughes, 
F. G. Hunter, P. E. Jackson, D. Klein, M. Knowles, R. A. Lambourne, R. W. 
Lush, H. N. Mansfield, C. R. McClure, R. McInroy, J. M. Munden, H. B. M. 
Murphy, D. F. Nicholson, D. A. O’Sullivan, R. T. Parkin, G. H. Parkinson, 
I. M. Sievers, P. S. Steen, W. R. McL. Stevenson, J. H. Stranger, B. S. Tulloch, 
J. P. Turney, C. P. Wallace, R. Watson, D. Weitzman, M. H. West, T. K. Whaley, 
P. J. White, and W. W. Willson; Capt. (Temp.) L. H. Moore; Lieuts. H. Baker, 
R. Frankham, and W. A. Reynolds, R.A.M.C. Lieut.-Col. R. S. Sahi, M.C., 
Lieut.-Col. (Temp.) A. N. de Quadros, Lieut.-Col. (Acting) S. Mohammad; 
Capts. M. A. Alvi, G. L. Banerjee, J. K. Chari, M. A. R. Chowdhuri, H. Dubey, 
G. Singh, N. G. Govind Raj, G. S. Negi, G. S. Grewal, S. M. Kapur, P. V. 
Krishnamurthi, S. Mitra, and H. P. B. Neku; Capts. (Temp.) S. F. D’Costa and 
S. C. Guha; Lieuts. N. N. Banerjee, J. S. Bains, and M. K. Basu; Amb.-Sub. 
A. Mohd; Sub. M. T. Khan; Sub. (Acting) A. Singh; Jems. D. Singh, G. Singh, 
M. Dad, and S. Mohiuddin, I.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed in Burma.—W/Capt. Michael Dean, R.A.M.C. 

Killed in action, Singapore, Feb., 1942.—Major Seth Kenneth 
Squires, R.A.M.C. 

Murdered in India-—Capt. Joyce Margaret Hierons, R.A.M.C. 

Previously reported missing, now reported missing, presumed 
killed—Temp. Surg. Lieut. Geoffrey Suffling Cross, R.N.V.R. 

Wounded.—Brig. R. M. B. Mackenna, A.M.S.; Major K. B. 
Thornton, R.A.M.C.; W/Capt. S. J. T. Merryfield, R.A.M.C. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales there was a decrease in the incidence of 
acute pneumonia 165, measles 141, and dysentery 75, while an 
increase was reported for scarlet fever 77 and whooping- 
cough 33. 

A small rise in scarlet fever occurred in most areas, and no 
large variations from the totals of the preceding week were 
recorded. The only notable change in the local trends of 
whooping-cough was an increase of 79 in Lancashire. Notifica- 
tions of diphtheria increased by 1, the only marked fluctuations 
being an increase in Lancashire 21 and a decrease in Warwick- 
shire 21. The decline in measles was contributed by London 
and Lancashire, where 128 and 114 fewer cases were notified 
than in the preceding week; the only large increase was in 
Essex 50. 

The returns for dysentery were the lowest for the last seven- 
teen months. The largest returns were Lancashire 32, Middlesex 
25, London 16, Kent, 12, Warwickshire 10. 

The Rock Ferry district of Birkenhead reports 7 cases of 
smallpox, 2 fatal. The staff of the Health Department and 
private practitioners have been working at great pressure to 
deal with the queues of people wishing to be vaccinated ; over 
10,000 vaccinations were carried out during the first few days. 

In Scotland the incidence of infectious diseases - declined. 
The chief falls were measles 250, scarlet fever 34, whooping- 
cough 22, dysentery 13, diphtheria 9. 

In Eire an increase of 20 in the notifications of measles was 
the only appreciable change in the trends of infectious diseases. 
This was due to an outbreak in Dublin, Dun Laoghaire U.D., 


involving 27 persons. 
Cholera in India 


An outbreak of cholera in the Province of Bihar caused the 
deaths of 2,167 people during the week ending May 4. 


Week Ending May 18 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,112, whooping-cough 
2,306, diphtheria 369, measles 2,658, acute pneumonia 461, 
cerebrospinal fever 49, dysentery 120, paratyphoid 2, typhoid 5, 
smallpox 5. 


EPIDEMIOLOGY SECTION 


No. 19 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during: the week ended May 1]. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. —- 


1946 1945 (Corresponding Week) 


Disease 
@ © @ Ce) 
Cerebrospinal fever 61) 3} 2 22 
Deaths 1) 1 3) 1 
Diphtheria 368 30, 82) 33) 413) 23, 118 69 
Deaths 9, 1 2 
Dysentery 137} 16 48} 3) 2) 343) 25) 112 20) — 
Encephalitis lethargica, | 
Erysipelas | | 39) 6 3 | | 30 19 4 
Deaths | | 
Infective enteritis or 
diarrhoea under 2 | | | | | 
years 31 | 14) 
Deaths 48 7 177 38) 3 9 
Measles* | 2,570, 928, 809 69 § 12412 203| 53) 12 
Deaths — 3} — | — 13} 1 2 
Ophthalmia neonatorum 73} 10) 19) —| — 55, 3} 6 —| — 
Pneumonia, influenzal . . 445} 28) 6 3 2h. 3 
Deaths (from influ- | 
enza)t 8} — 2 10) — 1 
Pneumonia, prima 187} 31 210) 26) 
Deaths 28 8} | 24 13} 13 
Polio-encephalitis, acute — 
Poliomyelitis, acute .. 3} — — 1 
Puerperal fever . . 2) 11 1 —| 16 — 
Deaths 
Puerperal pyrexiat 123} 12) 17) 1) — 126 13) 2 — 
Deaths 
Scarlet fever .. 1,022} 127) 15) 25 1,365} 69) 214) 16) 31 
Deaths | — — 
Typhoid fever .. — 4; — 10) 2 
Typhus fever... — | — | — | — 
Deaths | |—|— 
Whooping-cough* .. | 2,180, 160, 115) 34 18] 799 311 75} 35 13 
Deaths (0-1 year) 353; 38) 52) 53) 14) 340) 35; 70; 29) 24 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 4,301] 676) 551} 210) 135] 4,664 662| 672) 217) 140 
Annual death rate (per 2 
1,000 persons living) 12-1] 13-5 15-3) 14-0 
Live births .. | 8,366/1241/1055| 468) 294] 5,833 621} 809} 468) 232 
Annual rate per 1,000 
persons living “2 21-2) 30-0 16-2) 30-2 
Stillbirths 276} 38) 30 171} 14, 34 
Rate per 1,000 total 
births (including 
stillborn) .. 28 40 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 
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Medical News Letters, Notes, and Answers 
Mr. John Douglas McLaggan, F.R.C.S., has been appointed 4) communications with eieie to editorial business should be addressed to THE 


Aurist to the King. 


Dr. Sterling Bunnell of San Francisco, consultant for hand 
injuries to the U.S. Secretary for War, is visiting this country, 
and on Wednesday, June 12, at 3 p.m., he will lecture in the 
anatomical theatre, Guy’s Hospital Medical School, on reconstructive 
surgery of the hand. 


The annual assembly of the Faculty of Homoeopathy will be 
held at the London Homoeopathic Hospital on Wednesday, June 5, 
at 2.30 p.m., when Dr. F. H. Bodman will give an address on 
“Teaching and Learning Homoeopathy,” followed by Dr. F. R. 
Neubert, who will speak on “‘ Homo-Apathy—-The Orthodox Prac- 
titioner Looks at Homoeopathy.” . 


The second quarterly meeting of the Continental Franco-Anglo- 
American Medical Society will be held at 11, Chandos Street, W., 
on Tuesday, June 11, at 2.30 p.m., when Lord Horder will preside. 


The annual general meeting of the Royal Medical Benevolent 
Fund will be held at 4 o’clock (not 5 as stated last week, p. 821) 
on Wednesday, June 12, at 11, Chandos Street, Cavendish Square, W. 


The annual general meeting of the British Association of Physical 
Medicine was held at the Royal College of Surgeons of England, 
Lincoln’s Inn Fields, on May 15, when the report of the Council 
was presented to the members by the president, Lord Horder. A 
meeting to consider the treatment and rehabilitation of spinal cord 
injuries will take place at Stoke Mandeville Emergency Hospital on 
Wednesday, June 12, at 11.30 a.m. It will begin with a paper on 
demonstrations by Dr. L. Guttman, and in the afternoon Dr. Francis 
Bach and the staff of the physiotherapy and occupational therapy 
departments, together with the surgeon-instructor, will demonstrate 
the treatment of patients. 


The Kettle Memorial Lecture will be given by Prof. W. E. Gye 
in the anatomical theatre of St. Bartholomew’s Hospital Medical 
College, Charterhouse Square, E.C., on Wednesday, June 19, at 
5 p.m. His subject is *‘ Recent Advances in Cancer Research.” 
Medical practitioners and medical undergraduates are cordiaily 
invited to attend. 


The new address of the Institute for the Scientific Treatment of 
Delinquency is 8, Bourdon Street, Davies Street, London, W.1 
(temporary telephone number (for urgent calls only): Mayfair 7072). 
To facilitate reorganization the directors have decided to close the 
clinic to new cases until Monday, June 24. Treatment of current 
cases will be continued. The lending library also will be closed, for 
removal, stocktaking, and reorganization, until July 1. 


A delegation of seven scientists from Holland has arrived in this 
country, under the auspices of the British Council, to visit research 
and other scientific or medical institutions and make contacts with 
representative British scientists. After a stay in the London area 
they will visit the Provinces. One or more of the party will travel 
to Oxford, Cambridge, Leeds, Glasgow, Manchester, Edinburgh, 
Aberdeen, Sheffield, Bristol, and Birmingham. 

Prof. P. Lacroix, the Belgian orthopaedic surgeon, is visiting this 
country under the auspices of the British Council to attend the Con- 
ference of Orthopaedic Surgeons at Newcastle and visit Edinburgh, 
Manchester, and London to see medical institutions and meet British 
doctors. 

The Swiss Academy of Medicai Sciences is organizing a British- 
Swiss Medicnl Conference to be held in Basle from Sept. 16 to 21. 
An organizing commiitee has been set up in Engiand, under the chair- 
manship of the President of the Royal Society of Medicine, and 
the following institutions are represented on that committee: Royal 
College of Physicians, Royal College of Surgeons, Royal College 
of Obstetricians and Gynaecologists, Medical Research Council, 
Physiological Society, Pathological Society of Great Britain and 
Ireland, and the British Council. Medical men from this country 
are cordially. invited to participate, and they may take their families 
with them if they wish. Special arrangements will be made for the 
entertainment of non-medical visitors attending the conference. A 
detailed programme of speakers and subjects will be circulated at a 
later date. Thomas Cook and Son, of Berkeley Street, W.1, are 
handling the bookings, and reservations should be made with them 
before July 1. 

To mark the L.N.E.R. Company’s appreciation of the splendid 
work which doctors from Durham City and the neighbourhood 
performed at the railway disaster at Browney Colliery last January, 
Mr. C. M. Jenkin Jones, divisional general manager, has sent a 
cheque for 50 guineas to the treasurer of the Royal Medical Benevo- 
lent Fund, adding that some of the doctors who helped were 
travellers on the train. Another cheque for 50 guineas has been 


sent to the Durham County Hospital in recognition of similar 
services by the medical and nursing staffs there. 
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ANY QUESTIONS? 


Reaction after Radium Treatment 


Q.—A patient had radium treatment for skin carcinoma of 
the ear (6,500 r in six days) in October, 1945. He has since 
complained of general debility and failure of mental powers. 
Are these the result of the radium treatment ? 


A.—The dose of radiation for the destruction of a skin 
carcinoma is necessarily large, and the local reaction before 
healing takes place is severe, but the action and reaction are 
localized. General debility and failure of mental powers could 
not be caused by the local radium treatment of the ear. 


Penicillin Spray for Bronchiectasis 


Q.—Would the penicillin spray method of treatment heip 
an old-standing case of unilateral lobar bronchiectasis ? 


A.—Most large hospitals in England are now using, in the 
treatment of cases of infection of the bronchi, including 
bronchiectasis, inhalation of a mist containing penicillin. It 
is difficult to obtain adequate concentration of penicillin in the 
atmosphere of a room, and it is usually preferable to atomize 
a penicillin solution of 20,000 units per ml. with oxygen, and 
for the patient to breathe in the mist through a plastic face- 
piece of the shape used in inhalaticn anaesthesia. With the 
best type of inhaler it is possible to obtain a penicillin concen- 
tration of 5 units per ml. in the patient’s sputum. 

This method of treatment will be increasingly used in the 
future, and should always be controlled by assay of the peni- 
cillin in the sputum. It is impossible to obtain adequate 
concentration by using a hand- or foot-bellows and ordinary 
air ; also, the droplets of the mist must be sufficiently small to 
be non-irritant to the larynx. Using a suitable inhaler and 
adequate oxygen pressure, 2 ml. of penicillin solution can be 
vaporized in fifteen minutes, and, if this quantity is breathed 
every two hours, an adequate concentration of penicillin is 
obtainable in bronchiectatic cavities. It may be that the pre- 
dominant organism in the cavities is not penicillin-sensitive, 
but, in general, even long-standing cases are much improved. 


Posture in Sleep 


Q.—What is the ideal posture for slumber? Can faulty 
posture, particularly in ghe obese, be responsible for straining 
the sacro-iliac or other ligaments, so causing backaches or 
similar complaints ? 


A.—There is no “ideal” posture for slumber. An easy 
relaxed position for the body in the horizontal state is all that 
is required to satisfy the normal basal physiological require- 
ments for the short number of hours needed. The story is 
very different in the care of the invalid confined to bed for 
long periods. Here posture is extremely important, for far 
more than basal physiological requirements have to be met. It 
is in this field that the most flagrant departures from the 
principles of “ physiological rest” are occasionally found. It 
is faulty posture in the obese or, in fact, in any other person 
in bed for a long period that is responsible for much of the 
backache which is prone to follow. Sitting up with the knees 
straight, the feet unprotected, with the lumbar region unsup- 
ported is common and is associated with abdominal visceral 
compression and poor respiratory excursion. This is a very 
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large subject, but one feels that it is in this field that great arise, and occasionally haematuria or stomatitis. These dis- 


improvement could be provided in the medical and nursing 
care of the chronic sick. 


Pyloric Stenosis and Haematemesis 


Q.—/s there any association between pyloric stenosis and 
haematemesis in infants, and is there any factor in the stool 
of an infant under 6 months which, in the absence of demon- 
strable causes of bleeding, would give a positive benzidine 
reaction to tests for occult blood ? 


A.—In congenital pyloric stenosis a certain degree of gastritis 
is common. With this the vomit may be dirty, brown, and 
even blood-stained. There is no known association between 
pyloric stenosis in infants and any other cause of bleeding. A 
positive test for occult blood in the stools of an infant receiving 
only milk, orange juice, and cod-liver oil must presumably 
indicate bleeding somewhere in the alimentary tract (or 
swallowed blood from a cracked nipple). 


Meatal Ulcer 


Q.—A_ 3-year-old boy was circumcised last December. A 
few weeks ago he developed a meatal ulcer. What is the 
treatment ? 


A.~—Phimosis is often associated with a small meatus, requir- 
ing a meatotomy, and this is almost certainly the cause of the 
meatal ulcer. A meatotomy should therefore be carried out, 
with subsequent dilatation of the meatus with a bougie to 
prevent it contracting again. The dilatation may have to be 
carried out more than once, and an anaesthetic will probably 
have to be given, otherwise the meatal ulcer is likely to recur 
continually, even although it temporarily heals. The treatment 
of the. tight meatus so often associated with phimosis is, indeed, 
more important than the circumcision itseif. 


Asparagus, Urine, and Skunks 


Q.—What makes urine smell so unpleasantly after eating 
asparagus ? 


A.—It is not known for certain what is the substance which, 
after eating asparagus, gives the smell*to the urine, but it is 
probably methyl mercaptan. M. Nencki (Jahresbericht iiber 
die Fortschritte der Tierchemie, 1891, p. 193) distilled the urine 
of four men—who had consumed between them 12 kg. of 
asparagus—with oxalic acid; the gas evolved was passed into 
mercuric cyanide solution; the precipitate so obtained was 
distilled with dilute HCl into lead acetate solution, and a pale 
yellow crystalline precipitate of the lead salt Pb(SCH,). was 


obtained. It is said that the smell of the skunk is due to butyl 


mercaptan. 
Mercurial Diuretics 


Q.—In a case of congestive heart failure can injections of a 
mercurial diuretic be continued over a long period if neces- 
sary? If not, what are the indications for withdrawal, and is 
any other form of therapy possible ? 


A,—Intravenous injections of the mercurial diuretics may be 
given over a period of many months, and even two or three 
years, without producing undesirable side-effects in the kidneys 
or elsewhere. In general, it is best not to repeat the injections 
more frequently than every five days. Restriction of the fluid 
intake, avoidance of salt in the diet, and the administration of 
ammonium chloride 20 gr. (1.3 g.) in capsules thrice daily for 
forty-eight hours before each injection may enhance the effect 
and allow less frequent dosage. Patients may at any time 
develop idiosyncrasy to the drug; the lesser grades of sensi- 
tivity are manifested by skin disorders, such as urticaria or 
erythema ; more severe reactions include purpura and exfolia- 
tive dermatitis. A positive patch test will prove the relation- 
ship of the drug to the eruption and indicate withdrawal. 
Allergy, as indicated by cutaneous lesions, often passes off after 
withdrawal for a week or two, and the injections can then be 
resumed in smaller dosage, or at longer intervals, without 
further sensitivity developing. 

Accumulation of mercury in the body may occur if the 
dosage is too great or too frequent; it is to be suspected if 
poor diuresis is obtained in spite of the existence of oedema. 
Digestive disturbances, such as vomiting or diarrhoea, may 


will generally preclude further use of mercurial 
diuretics. If mercurials have to be withdrawn, a trial may 
be made of diuretin 10 gr. (0.65 g.) thrice daily or of 
theophylline ethylenediamine 74 gr. (0.5 g.) by intramuscular 
injection daily for three days. Failing these measures, 
mechanical drainage by Southey’s tubes may be undertaken. 


orders 


Colloidal Vanadate Reaction in Cancer 


Q.—What is the colloidal vanadate reaction, and what is its 
value in assessing the progress of malignant disease ? 


A.—The colloidal vanadate reaction was introduced by 
Bendien in 1931 as a diagnostic test for cancer, and subse- 
quently modified by Cronin Lowe (Journal, 1933, 1, 407). The 
reaction depends upon the effect of vanadate solutions on the 
blood serum, the results being interpreted by estimation of 
the precipitations obtained. The chief factor in producing 
differences in precipitation is probably the globulin content, 
and while the serum globulin tends to be high in cancer, the 
same applies in many other diseases, so that the test cannot be 
regarded as specific. For this and other reasons—for example, 
that the test is a delicate and variable one, and that special care 
is required in the collection of the blood specimen, in the 
preparation of the vanadate reagents, and in the technique 
itself—the value of the reaction in assessing the progress of 
malignant disease is a somewhat controversial matter. An 
excellent review of the changes in the serum proteins in malig- 
nant disease is given by Boyland (Cancer Review, 1932, 7, 433). 


Negative Sputum in Tuberculosis 


Q.—A young man aged 38 has the clinical signs and symp- 
toms of pulmonary tuberculosis. A radiograph shows infiltration 
of both lungs, with a cavity in the right side. Examination of the 
sputum by the ordinary staining method is persistently negative. 
No culture has ever been made owing to technical difficulties. 
Can I exclude pulmonary tuberculosis without attempting a 
culture of the T.B.? In other words, is a culture absolutely 
necessary for a final diagnosis? Is there any possibility of a 
case of pulmonary tuberculosis having a persistently negative 
sputum by the ordinary direct smear examinations ? 


A.—A negative sputum smear examination does not exclude 
pulmonary tuberculosis; in fact, it is not unusual to find 
patients with extensive disease, particularly chronic disease, and 
a persistently negative sputum. If a constant search is made 
the bacilli will usually be found after a time, and, of course, 
cultural methods are a great help. In this particular instance 
probably the safest course would be to regard the patient as 
suffering from pulmonary tuberculosis and to continue to make 
daily examinations of the sputum. These will probably reveal 
the bacilli before long. 

Diarrhoea 


Q.—The article on “What is Gastric Flu?” (March 23, 
p. 439) implies that there is a clinical entity with diarrhoea as 
a dominant symptom that may be primarily an infection of the 
central nervous system. (1) Will you please give further 
information about this? (2) In the summer of 1943 1 saw 
two cases with sleeplessness, nausea, diarrhoea, and “ feeling 
frightened.” It seemed possible that the symptoms were due 
to an infective agent, or a toxin formed by one, that acted on 
parts of the nervous system involved in fear reactions, and that 
the diarrhoea was brought about through those physiological 
mechanisms that are operative when diarrhoea is caused by 
fear. Are there any observations that would confirm or refute 
this view ? 

A.—(1) The musculature and secretory activity of the bowel 
are under the control of the sympathetic nervous system, which, 
if irritated or otherwise affected by some noxious agent, may 
cause abnormal bowel movements with resujtant diarrhoea. 
Thus, in poliomyelitis, the virus of which is neurotropic, 
intestinal disturbance may occur early in the infection and 
these symptoms may be related to the invasion of the sympa- 
thetic ganglia by the virus. In the diarrhoeas of early infancy 
evidence of inflammatory reaction in the bowel is usually lack- 
ing, and the suggestion has therefore been made that the symp- 
toms may be due to an irritative effect by virus or toxin on the 
sympathetic nervous system. So it may be with the epidemic 
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virus diarrhoea of adults which has lately become prevalent in 
this country. 

(2) The diarrhoea associated with excitement or fear is 
usually attributed to the over-secretion of adrenaline, which 
simulates the sympathetic nervous system in its action. It 
does pot act through the sympathetic nervous system but 
directly on involuntary muscle, and in this way may cause 
an intestinal upset. The cases described possibly belong to 
this category with a “ functional” rather than an organic origin 
for the syndrome. 

Erythema Multiforme 


Q.—What is the aetiology of erythema multiforme ? 
is the treatment ? 


A.—Erythema multiforme claims numerous and different 
aetiological factors, such as focal infection, or an association 
with inflammatory ringworm, or as representing part of the 
symptom complex of poradenitis venerea. The occasional pain 
and joint swelling have suggested a rheumatic or streptococcal 
origin. Most attacks run their course in three to four weeks. 
Routine treatment includes rest in bed and a sodium salicylate 
mixture. In the recurrent form, which is uncommon, a variety 
of dermatitis herpetiformis may be suspected. A careful search 
for an underlying cause, such as chronic focal sepsis, or gastro- 
intestinal or even renal disease, may be required. 


What 


Gastric Disorders in Aircraft Production 


Q.—An employee complains of his stomach being upset by 
the spray used on aeroplanes for preserving them. He says it 
contains resin and lanolin, and that masks are supplied for use 
when spraying, but it is impossible to wear them if the nose is 
stuffy, as when he has a cold. Is this psychological, or is there 
some harmful effect on the digestive organs from this spray ? 


A.—It seems most unlikely that a spray containing resin and 
lanolin would be used for preserving aircraft. The material 
usually sprayed on aircraft is “ dope,” which is a type of paint. 
This contains aromatic hydrocarbons, including toluene, xylene, 
and benzene up to 15%, and amyl acetate, among other sub- 
stances. A rubber solution containing naphthalene is some- 
times sprayed on metal parts to prevent scratching. None of 
these substances is known to have a harmful effect on the 
digestive organs, and it is, therefore, probable that the symp- 
toms are psychological. Many people have a feeling of nausea 
on entering a freshly painted room. The wearing of a mask 
can never be said to be pleasant, and it is always difficult to 
persuade workpeople to wear them. If there is nasal obstruc- 
tion, further obstruction in the form of a mask is sure to be 


uncomfortable. 
INCOME TAX 


Car Expenses 


N. W.’s car has been written down by depreciation allowances 
to £52. What will be the position if he sells it in 1946-7 for £200 
and buys a smaller car for, say, £1,200? 


** His tax liability for 1946-7 will be unaffected. As regards 
1947-8 (a) he cannot claim “ replacement cost ’’ because he has 
had the depreciation allowance on his present car; (b) he will be 
liable on a “ balancing charge ” in the amount of £200—£52=£148 ; 
and (c) he can claim the “initial allowance” of 20% of £1,200 =£240, 
plus the “ depreciation allowance ” of 25% of £1,200=£300. 


Cash in Lieu of Residence 


B. C. as a demobilized M.O. received “* £350 plus £100 in lieu of 
residential emoluments if not in residence.” Is the £100 liable to 
tax, and if so can any deduction be made from that amount for 
the cost of private residence? 


*,* The recipient of emoluments in kind is fortunate in that such 
an indirect financial benefit is not taxable. Where cash is received 
in lieu the recipient is in the same position as the great majority 
of salary earners—i.e., tax is payable on the full amount of the 
emoluments and the cost of personal expenses of living cannot be 
deducted. ‘ 

Ship Surgeon: Residence 


‘“*Lex,’’ who has previously been resident abroad and has no 
residence or permanent abode in this country, holds an appoint- 
ment as a ship surgeon on a ship registered and owned here. Does 
this render him liable to income tax on War Loan interest or income 
from abroad? 


*," Apparently “Lex’’ cannot claim to be residing abroad, and 
is therefore liable on the income mentioned above. 


. found to account for it “‘ very little help can be given.” 


LETTERS, NOTES, ETC. 


Inhalations for Asthma 


Dr. CLEMENT Francis (London, W.1) writes: I am very glad to see 
the timeiy warning in the Journal against the practice of inhaling 
adrenaline solutions of a strength of 1 in 100 in asthma (Journal, 
April 27, p. 671). I was recently asked to see a young woman who 
for the relief of asthma had been inhaling adrenaline vapour of 
the above strength at frequent intervals for several weeks. She was 
coliapsed, with an extremely rapid and irregular pulse; but showed 
rapid improvement on removal of the inhaler and admission to 
hospital under Dr. Saxby Willis, who has kindly informed me that 
the administration of sedatives quickly relieved her symptoms. I 
can confirm the statement that the use of an inhalant solution con- 
taining 1% cocaine does not lead to an addiction to the drug, and 
I have never known a patient who was not at the moment suffering 
from an asthmatic attack to show any desire to use such a 
preparation. 

Inhalations of vasoconstrictors and antispasmodics usually give 
rapid relief in asthma, and the method is undeniably simpie to use: 
but it must not be forgotten that local application of the vapour 
of solutions of adrenaline, cocaine, atropine, papaverine, and 
pituitary extracts causes paralysis of the cilia of the bronchial 
mucosa. This objection does not apply to 1% ephedrine, which 
according to Van Alyea is the only vasoconstrictor in common use 
which does not cause ciliary paralysis. If the asthma inhalation is 
used only occasionaily—e.g., once or twice a week for a short period 
—no permanent damage to the cilia results; but when inhalations 
are used several times a day for successive months the bronchial 
cilia are destroyed. Moreover, the repeated inhalation of powerful 
vasoconstrictors results in a reactionary vasodilatation, so that the 
bronchial mucous membrane becomes chronically thickened and the 
asthmatic patient finds that he or she is becoming increasingly short 
of breath on exertion, that coughing is more troublesome, and 
expectoration more difficult. The above symptoms are uniikely to 
be produced when the patient relies on an oral remedy such as 
iodide of caffeine, or, if a more powerful means is necessary to 
combat an attack, a subcutaneous injection of a few minims of a 
solution of adrenaline 1 in 1,000. 


Village Longevity 

Dr. A. C. L’Estrance (Clows Top, near Kidderminster) writes: 
Dr. C. E. §. Harris’s longevity record (May 4, p. 709) is indeed very 
good, but I think the Tgme Valley, Worcs, takes a little beating in 
** long-livers.”’” My last ten death certificates read: 104, 91, 80, 74, 
74, 84, 93, 53, 89, 81; total, 823 years, giving an average of 82.3. 
It was most unfortunate that the 53-year-old broke the ‘“ run,”’ as 
my 11th certificate was for 83 years. 


Nocturnal Erections 


Dr. H. S. GaAskxett (Stowmarket) writes: I note under ‘ Any 
Questions?’’ (May 4, p. 707) a reference to nocturnal erections in 
elderly men, and that the answer was that when nothing is 
Ten years 
ago a widower aged 70 was much troubled with this symptom. I 
gave him 6 weekly intramuscular injections of testosterone, 50 mg. 
each time. The trouble immediately disappeared, and the patient, 
who is still hale and hearty at 80, and carrying on his business, 
has repeatedly told me since that he has never had a recurrence. 


Major E. S. A. AsHe, R.A.M.C., writes: With reference to the: 


question and answer on nocturnal erections (May 4, p. 707), an 
article by H. Gaudin in the New Zealand Medical Journal of 1943 
suggests stilboestrol in doses of 0.5 to 1.0 mg. for the relief of the 
above. In one of his cases complete relief was obtained after 3 
doses, and it might be worthy of trial, on the assumption that it is a 
symptom of the male climacteric, etc. 


Menstrual Migraine 


Dr. E. D. Gray (Manchester) writes: In the answer under the 
above heading (Feb. 2, p. 190) it was implied that ‘ calcification of 
the roof of the pituitary fossa’ might be a factor in the selection 
of the appropriate treatment of menstrual migraine. Surely it is 
well known that this appearance of a calcified roof does not represent 
a real enclosure of the sella turcica. It is caused by ossification of 
the dural folds connecting the anterior and posterior clinoid pro- 
cesses. Such ossifications are frequently seen in lateral radiographs 
of the skull in both males and females. No evidence has been 
adduced to suggest that this bridging of the sella could have any 
effect on the pituitary gland; indeed, if one considers the position 
of the anterior and posterior clinoid processes relative to the middle 
line, it must be obvious that tubular bands of ossification between 
these points could not possibly influence pituitary function. The 
appearance of an enclosed sella should be regarded as an incidental 
point and no clinical significance should be attached to it 
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